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ABSTRACT 
The purpose of the study was to ieam whether an index derived from a telephone survey 
from the Midwest Child Care Research Consortium was as predictive of quality in family child care 
homes as assessed by the Family Day Care Rating Scale (FDCRS; Harms & Clifford, 1989) and the 
Caregiver Interaction Scale (CIS; Amett, 1989). The index was used to examine the relationships 
between the licensing status, regulatable characteristics, as well as non-regulatable characteristics 
and the family child care quality as measured by the FDCRS and the CIS. The function of 
characteristics that cannot be regulated was examined. Correlations revealed statistically significant 
relationships between the index and the FDCRS and the CIS scores. Results of hierarchical 
regression analyses showed that the non-regulatable characteristics partially mediate the licensing 
status as well as the regulatable characteristics in predicting quality in family child care homes as 
measured by the FDCRS and the CIS and that licensing was the single most important factor that 
predicted the quality of family child care homes in this study. The index established from this research 
may serve as guidelines/criteria for policy makers when making decisions on regulations for family 
child care homes. In addition, the index may serve as a screening tool for parents to identify high-
quality family child care homes when making decisions for child care arrangements. Implications for 
future research in assessing quality in family child care homes using the index are discussed. 
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CHAPTER ONE. INTRODUCTION 
Regulations for family child care homes vary greatly across the United States; the 
requirements for family child care homes and providers, thus, differ from state to state. In this study, 
the term regulatable feature refers to variables that can be regulated (e.g., group size, caregiver-child 
ratios, caregivers' education level, and caregivers' specialized training) for family child care homes. 
Non-regulatable features refer to variables that cannot be regulated for family child care homes (e.g., 
caregivers' motivation, professionalism, beliefs, and wages). In this study, it was hypothesized that 
regulatable features would positively affect the quality in family child care homes and the non-
regulatable features (i.e., caregivers' wages, beliefs, professionalism, and motivations) would mediate 
the effects of the regulatable features. Based on the hypotheses, this research was designed to 
examine the relationships between the regulatable as well as the non-regulatable features and quality 
in family child care homes. The function of the non-regulatable features in quality of family child care 
was also examined. Additionally, the researcher intended to examine if data obtained from a 
telephone survey were as predictive as observational methods such as the Family Day Care Rating 
Scale (FDCRS; Harms & Clifford, 1989) and the Caregiver Interaction Scale (CIS; Amett, 1989). 
The growing numbers of infants, toddlers, and preschoolers enrolled in child care centers, 
family child care homes, and other forms of care indicate an increasing demand for non-parental child 
care settings (Hofferth, Brayfield, Diech, & Holcomb, 1991). However, family child care homes are 
under researched because it is difficult to reach family child care providers due to their invisibility 
(Clarke-Stewart, Vandell, Burchinal, O'Brien, McCartney, 2002; Peters & Pence, 1992). As a 
consequence, even though family child care is one of the most widely used forms of non-parental 
child care, there is limited information for this form of care. Therefore, concerns about quality of child-
care services are especially relevant to family child care homes (Fischer & Eheart, 1991 ). 
Researchers who have conducted surveys concerning parental preference for out-of-home 
care have reported that parents are more likely to choose family child care homes than any other 
form of non-familial care (Clarke-Stewart, G ruber, & Fitzgerald, 1994; Hofferth & Kisker, 1992; 
Weinberger, 1998). Parents who have chosen family child care over center-based care value the 
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resemblance of family child care home to the home environment (Hayes, Palmer, & Zaslow, 1990; 
Howes & Sakai, 1992; Kisker, Maynard, Gordon, & Strain, 1989; Mason & Kuhlthau, 1989), the 
familiarity of the caregiver to the child (Johansen, Leibowitz, & Waite, 1996), and the warm and loving 
characteristics of the care provider (Wilier, Hofferth, Kisker, Divine-Hawkins, Farquhar, & Glantz, 
1991). Family characteristics (e.g., stress, social support, child-rearing attitudes) also may affect 
parental choice of child care arrangements (Goelman & Pence, 1988; Howes & Stewart, 1987). 
However, Kontos (1994) found that there was no association between caregiver and family 
characteristics (e.g., SES, education, stress, social support, and childrearing preferences). These 
inconsistent findings do not provide sufficient evidence that family characteristics affect parental 
choice of child care arrangements. 
The effects of child care experience on child development have long drawn researchers' 
attention; some have reported that level of quality in child care programs affects children's 
development in domains such as language (McCartney, 1984; McCartney. Scarr, Phillips, Grajek, & 
Schwarz, 1982), cognitive, and social development (Ackerman-Ross & Khanna, 1989; McCartney, 
1984; Phillips, McCartney, & Scarr, 1987; Vandell & Powers, 1983). Research in center-based 
programs has shown that a key element of high-quality early childhood programs is caregiver-child 
interactions (Kontos & Wilcox-Herzog, 1997). Research evidence from center-based programs has 
also shown that the amount and type of caregivers' verbal interactions with children are positively 
related to children's learning and development (McCartney, 1984; Philip, McCartney, & Scarr, 1987) 
and children's inductive logic and problem solving skills (Prescott, 1973). Teachers' language input 
has also been found to be an important component of the quality of caregiver-child interactions that 
predicts children's cognitive and language skills in both center-based and home-based settings 
(Clarke-Stewart et al., 2002; NICHD Early Childcare Research Network, 1996). Researchers have 
found that children's cognitive activities could be predicted from positive social interactions with their 
teachers for children aged 10 months to 70 months in center-based child care programs (Howes & 
Smith, 1995). Research evidence also suggests that higher quality child care promotes social 
development in young children (McCartney et al., 1982; Vandell & Powers, 1983). Children's social 
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development may be affected by many factors such as child care experiences, adult-child verbal 
interactions, and caregivers' characteristics such as caregivers' education levels, experience, training, 
and beliefs. Children who have experience in child care centers appear to be more socially skilled 
than home-reared children; they demonstrate more advanced perspective-taking skills, cooperative 
behavior, task orientation, and confidence in social interactions (Clarke-Stewart, 1984; Howes & 
Olenlck, 1986; NICHD Early Child Care Research Network, 2001 ; Ramey, MacPhee, & Yeates, 1982; 
Robenstein & Howes, 1979). These research findings reveal positive effects of high quality child care 
on child outcomes. 
Research evidence also has shown multiple factors affect quality in child care settings. State 
regulations for family child care homes help to protect children in terms of safety and well-being 
(Phillips, Lande, & Goldberg, 1990). However, state regulations vary from state to state and many 
family child care homes are not regulated (McGaha, Snow, & Teleki, 2001; Phillips et al., 1990; 
Vandell & Corasaniti, 1990). Government regulatory responsibility presents challenges for 
researchers and policy makers (Phillips et al., 1990). Research evidence has shown that structural 
features of child care quality such as caregiver-child ratios, group size, and caregiver characteristics 
are related to quality of the care settings as well as child outcome (Dunn, 1993; Kontos, Hsu, & Dunn, 
1994). However, several researchers (Burchinal, Howes, & Kontos, 2002) have found that group size 
as well as caregiver-child ratios are not significantly related to quality of care in family child care 
homes; rather, researchers (Burchinal et al., 2002; Clarke-Stewart et al., 2002; Howes, 1983; Kontos 
et al., 1994; Rosenthal, 1991) have reported that caregivers' training and education are the best 
predictors of quality in family child care homes. These findings suggest that training and education 
may play a more important role in predicting quality in family child care homes than caregiver-child 
ratios and group size. Therefore, training and education should be used as guidelines for policy 
makers and parents when making decisions about family child care homes (Burchinal et al., 2002; 
Clarke-Stewart et al., 2002). 
Caregivers' beliefs of child development also have been found to be related to quality of care 
in terms of interactions and care environment (Rosenthal, 1991). Although no research evidence has 
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shown that working hours, turnover, job stress, job satisfaction, and wages affect the quality of care; 
caregivers in family child care homes generally work long hours daily. Furthermore, the annual 
turnover rate for family child care providers is high (Kontos, 1992; Kontos, Howes, Shinn, & Galinsky, 
1995; Whitebook, Howes, & Phillips, 1989). Job stress may contribute to the turnover and can come 
from factors such as long working hours each day, lack of training, job satisfaction, and low income 
(Deery-Schmitt & Todd, 1995; Todd & Deery-Schmitt, 1996; Kontos et al., 1995; Pence & Goelman, 
1987). These interrelated five factors are likely to affect both stability and quality in family child care 
homes. 
Research in the early 1980s concerning family child care mainly focused on providers' 
demographic characteristics (e.g., age, marital status, and socioeconomic status) in relation to 
providers' affiliation with regulatory and support agencies (Fosburg, 1981; Kappner, 1984). Beginning 
in the mid-1980s, some researchers began to investigate providers' training needs (Krause-Eheart & 
Leavitt, 1986; Mansfield, 1986) and business management practices (Mansfield, 1986), while other 
researchers assessed the ecology of family child care homes (e.g., Goelman & Pence, 1987a, 1987b, 
1988; Howes & Stewart, 1987; Pence & Goelman, 1987) or caregiver behaviors (e.g., Howes, 1983). 
In the 1990s, some researchers began to investigate developmentally appropriateness of activities in 
family child care homes (Kontos et al., 1994). Recent research has continued to focus on identifying 
structural qualities that predict global quality In family child care homes (Burchinal et al., 2002; Clarke-
Stewart et al., 2002) and on identifying valid, cost-effective methods to measure quality of child care 
settings (Holloway, Kagan, Fuller, Tsou, & Carroll, 2001). 
Researchers have assessed the quality of family child care homes using observational 
methods, such as the Family Day Care Rating Scare (FDCRS; Harms & Clifford, 1989) (e.g., Howes 
& Stewart, 1987) and time sampling (Kontos et al., 1994). Although observation is an ideal method 
that can provide detailed information of global quality in family child care homes, it is neither a cost-
nor a time-effective method; furthermore, it is deemed intrusive by care providers (Holloway et al., 
2001). Therefore, the purpose of this study was to leam whether responses to a short telephone 
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survey were as predictive of quality as assessed by more costly and time-consuming observational 
methods. 
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CHAPTER TWO. REVIEW OF LITERATURE 
Demand for child care in the United States has increased for both family child care homes 
and centers. Structural or regulatable quality (e.g., caregiver-child ratios, group size, and adult 
qualifications) and process quality (i.e., caregiver-child interactions) (Clarke-Stewart & G ruber, 1984) 
have been the foci of research in child care settings for the past few decades. However, the majority 
of existing research studies concerning quality have been done in center-based child care settings. 
Furthermore, regulations of family child care homes differ from state to state. State requirements for 
regulatable quality features in family child care homes vary greatly. The inconsistency in regulations 
and lack of research suggest the need for further studies of family child care homes. 
Demand for Child Care In the United States 
Due to increasing numbers of women who have children under the age of six joining the work 
force, demand for out-of-home child care has increased over the past few decades (Hofferth, 1992; 
Hofferth, Brayfleld, Deich, & Holcomb, 1991; United States General Accounting Office, 2000). 
Demand for child care services is determined by the number of employed mothers, the number of 
children, and children's ages (Hofferth et al., 1991). According to a 1990 National Child Care Survey 
(Hofferth et al., 1991 ), 45.8% of children under age five were under parental child care; 20.5% used 
center-based child care, 15.9% used relative care, 12% used family child care, 2.9% used in-home 
care, and 3% had other arrangements. These data indicate that there is a great demand for non-
parental child care services. 
The 1990 National Child Care Survey reported the trend in child care arrangements from 
1965 to 1990 (1965,1977,1982,1985, and 1990). During these five years, care for children under 
five by relatives continued to drop from 33% to 31%, 30%, 25%, and 19%, respectively. In-home care 
also continued to decline, from 15% to 7%, 6%, 5%, and 3%, respectively. In contrast, there was an 
apparent increase in care by parents, from 23% in 1985 to 28% in 1990, although the percentage first 
declined from 29% in 1965 to 25% both in 1977 and in 1982. Care in family child care homes first 
increased from 16% in 1965 to 23% in 1977 and was stable at 23% in 1982; then, use of family child 
care declined, slightly from 23% in 1982 to 22% in 1985, and then to 20% in 1990. Center-based care 
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continued to increase, from 6% to 13%, 15%, 25%, and 28%, and surpassed all other forms of non-
parental care (Hofferth et al., 1991). These data not only indicate the demand for non-parental child 
care services have been increasing, but also indicate that family child care is highly preferred by 
families over all forms of care except center-based child care. 
There are differences in arrangement of child care services by age of the children. The 1990 
National Child Care Survey (Hofferth et al., 1991) reported that when mothers were employed, 37.7% 
of the infants were under parental care. As the age of the children increased, the percentages of 
parental care dropped to 28.6% for toddlers (aged 1 to 2) and 20.7% for preschoolers (aged 3 to 4). 
Usage of family child care homes was stable for infants and toddlers (20.4% and 22.6%, 
respectively), but usage declined to 16.5% for preschoolers. In contrast, the percentage of children 
enrolled in center-based care increased from 13.6% for infants (under one year of age) to 22.7% for 
toddlers, to 42.8% for preschoolers (Hofferth et al., 1991 ). The drop in the usage of family child care 
and increased enrollment in center-based care for preschoolers could be due to parental concerns 
about the educational component of child care when their children are three years and older for 
preschool or nursery school programs (Johansen, Leibowitz, & Waite, 1996). The usage of center-
based care and family child care for five-year olds was 31.9% and 13.9%, respectively; these drops 
could be due to the entry of kindergarten for some five-year olds. In summary, these data indicate 
that parents prefer home-like family child care homes for their infants and toddlers but center-based 
child care when their children are three years and older because of the educational aspects of care. 
More recent data from the 1997 National Survey of America's Families indicated an increase 
of non-parental care (Cappizzano, Adams, & Sonenstein, 2000). These researchers reported that 
76% of preschoolers (children under five years of age) with employed mothers were regularly under 
non-parental care. Thirty-two percent of children were in center-based child care arrangements, and 
16% were in family child care. In Iowa, registered and non-registered family child care homes 
together are estimated to provide care for over 34,000 children (Iowa Child Care Resources and 
Referral, 1998), that is, approximately 20% of the children less than five years of age in the state. 
Family child care homes provided nearly 20 percent of all available child care (including informal child 
8 
care) in the state of Iowa (Reschke, 2001). Both surveys and Iowa data indicate that family child care 
helps meet the demand for child care services and is a highly preferred child care service option. 
However, research on family child care homes is constricted due to the limited accessibility of the 
providers. 
Definitions of Family Child Care Homes 
The term "family day care" or family child care" has been used interchangeably to refer to 
regularly provided care, protection, and supervision of a small group of children (that may or may not 
Include the provider's own children) in a home where the care provider resides while the children's 
parents or authorized guardians are away (Davis, Johnson, & Saenz, 2000; Harms & Clifford, 1989; 
Kontos, 1992; Rapp & Lloyd, 1989). In this study, "family child care" was used rather than family day 
care." 
State regulations for family child care vary from state to state. This variation is true for the 
four Midwestern states — Iowa, Kansas, Missouri, and Nebraska — in this study. In these four states, 
family child care homes are categorized as licensed or registered. Within licensing or registration, 
family child care homes are categorized as small family child care (with one caregiver) and group/joint 
family child care homes (with two caregivers) according to the number of children the providers care 
for as well as the number of caregivers in the home. In Iowa, registered small family child care 
providers are allowed to care for a maximum of six children in their homes while non-registered family 
child care providers are allowed to care for a maximum of five children; joint family child care 
providers are allowed to care for seven to 11 children. Kansas allows a maximum of 12 children in 
licensed group home care and 10 children in small, licensed family child care homes. Missouri allows 
5 to 10 children in licensed, small family child care homes, and a maximum of 20 children for 
licensed, group home care. Nebraska requires both small family child care homes (i.e., one caregiver 
with a maximum of eight children) and large family child care homes (2 caregivers with a maximum of 
12 children) to be licensed. In Iowa, Kansas, Missouri, and Nebraska, licensing or registration is 
exempt for family child care homes when care is provided to fewer than 5, 6,4, and 3 children, 
respectively (Doherty, 2002). For more detailed information, see Appendix A. 
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Trends of Research on Family Child Care Homes 
Family child care providers are usually difficult to reach due to the fact that their information, 
such as telephone numbers and addresses, is kept confidential and only released to parents by the 
child care referral centers or passed from parent to parent. Furthermore, most non-registered and 
unlicensed family child care homes are invisible to researchers and policy makers because there is 
no way to find them. Consequently, research concerning family child care is limited; unregulated 
family child care homes have been largely understudied. 
famf/y CA//d Care Homes and Other Forms of Care 
Early research concerning family child care focused mainly on providers' demographic 
characteristics (e.g., age, marital status, and socioeconomic status) in relation to providers' affiliation 
with regulatory and support agencies (Fosburg, 1981 ; Kappner, 1984), providers' training needs and 
interest (Krause-Eheart & Leavitt, 1986; Mansfield, 1986), and business management practices 
(Mansfield, 1986). Several researchers examined the differences between parental care and family 
child care (Stith & Davis, 1984). Stith and Davis (1984) studied 30 infant-adult dyads. The participants 
were divided into 3 groups, with 10 dyads in each group - non-employed mothers and their infants, 
employed mothers and their infants, and family child care providers and infants they cared for. After 
comparing the caregiving characteristics, the researchers reported that infants received less 
stimulating and responsive care in family child care home than in their own homes regardless of the 
employment status of the mother. Analyses of the family child care providers revealed that the 
differences were related to the total number of children cared for during the two-hour observations of 
each dyad. The authors concluded that infants in the study received lower-quality care in family child 
care homes than they did at home because there were more demands on the caregivers from other 
children. 
Several researchers investigated and compared family child care homes and other child care 
settings (Clarke-Stewart & G ruber, 1984; Kontos et al., 1994; Prescott, 1973). Prescott (1973) 
compared child behavior and adult-child verbal interactions by observing children who attended the 
family child care homes (n = 14), open structure (i.e., child centered, n = 42), closed-structure centers 
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(i.e., teacher centered, n = 42), and a half-day community nursery school (children attended a half-
day nursery school and spent the remainder of the day at home with their mothers, n = 14). She 
reported that adult-child interactions were more likely to happen in home-based care and open-
structure centers. She also found that adult-child conversations in the home-based care involved 
more inductive logic and problem solving while conversations In centers encouraged learning logical 
categories. 
Clarke-Stewart and Gruber (1984) compared in-home sitter care, family child care homes, 
and center-based care (nursery schools and day care centers) in terms of structural features (e.g., 
caregiver-child ratios, group size, and caregivers' education) of the care settings in relation to child 
outcomes. They reported that caregivers' educational levels, care environment safety, caregiver-child 
ratios, group size, and children's social interactions with peers and adults varied substantially among 
the four types of care, with in-home sitter care at the lowest end, followed by family child care homes, 
and then the two center-based groups at the highest end. They also reported that children in nursery 
school/homes and child care centers were more likely to socialize with other children and adults than 
children cared for by in-home sitters or those in family child care homes. The caregiver-child ratios 
and group sizes for in-home care, family child care homes, nursery school/homes, and day care 
centers were largest in center-based care and smallest in In-home care. The results of home and 
laboratory assessments showed that children in family child care homes and in center-based care 
who had caregivers with higher levels of education and who put more emphasis on social skills, 
rather than cognitive skills, were more socially competent than those children who had caregivers 
with lower levels of education. Children who were more competent in cognitive skills were more likely 
to be from center-based care, in which the settings and activities were structured and organized, and 
from family child care homes. These children also tended to have caregivers that were trained and 
knowledgeable about child development. The findings indicated that children in the study benefited 
from caregivers who had more formal education, more training, and were more knowledgeable about 
child development. 
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Howes and Rubenstein (1985) compared toddlers' care experiences in 23 homes, 11 child 
care centers, and 16 family child care homes. They used two indices - group size and caregiver-child 
ratios - to examine quality of child care settings. They reported that children at home, and in lower 
caregiver-child ratio (i.e., fewer children per caregiver) center-based care and family child care homes 
experienced more verbal interactions; furthermore, both children and caregivers demonstrated more 
positive affect, such as smiles, laughs, touches, and praises. In contrast, they reported that children in 
higher caregiver-child ratio (i.e., more children per caregiver) groups in all three settings experienced 
more restriction and demonstrated more negative affect such as crying and whining, and that adults 
demonstrated more anger, irritation, or annoyance verbally or physically. 
Kontos et al. (1994) compared the structural (e.g., caregiver-child ratios, caregiver training), 
process (caregiver's nurturing attitudes and intense involvement with children), and global quality of 
child care centers and family child care homes. Group size and adult-child ratios were calculated for 
each setting and caregivers' nurturing child-rearing attitudes were assessed using a modified version 
of the Childrearing Practices Report (Rlckel & Blasatti, 1982). The quality of caregivers' interactions 
with each target child was assessed by using the Howes and Stewart Scale (1987). The global quality 
of each child care setting was assessed using the Early Childhood Environment Rating Scale 
(ECERS; Harms & Clifford, 1980), and the Family Day Care Rating Scale (FDCRS; Harms & Clifford, 
1989). Children's cognitive and social competences were assessed in terms of intellectual 
development, the complexity of children's cognitive play and social play, and sociability. The 
researchers reported that family child care homes had smaller groups and lower caregiver-child ratios 
(fewer children per caregiver) than did center-based care; however, caregivers in centers were more 
likely to have specialized training (e.g., child development or child care). Results showed that family 
child care homes' scores on the FDCRS were marginally adequate for total quality and appropriate 
caregiving and less than adequate for developmentally appropriate activities. In contrast, child care 
centers' scores on the ECERS ranged between adequate and good for quality, appropriate 
caregiving, and developmentally appropriate activities. They found that caregiver-child ratio, 
caregivers' specialized training, and scores on developmentally appropriate activities were predictive 
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of children's cognitive and social competence, and that scores on caregiving were predictive of 
children's cognitive competence. The findings also indicated children in family child care homes may 
be at an advantage over their peers in center-based care for being in smaller groups and having more 
verbal interactions with their caregivers. However, children in centers may benefit from center-based 
care because caregivers who have more specialized training plan more developmentally appropriate 
activities for children's participation; therefore, they may be at an academic advantage over their 
peers who are in family child care. 
The Eco/ogy offam/Zy CMd Care Homes 
Several researchers have concluded that influences of child care on children are multi-
faceted; therefore, recent studies have focused on the relationships between a range of variables in 
children's home and child care environments that contribute to aspects of the child's development 
(Goelman, 1988; Goelman & Pence, 1987a, 1987b, 1988; Howes & Stewart, 1987; Kontos, 1994; 
Pence & Goelman, 1987). The Victoria Day Care Research Project (Goelman, 1988; Goelman & 
Pence, 1987a, 1987b, 1988) was a two-year study (1983-1985) of the ecology of child care in 
Victoria, British Columbia, Canada. The researchers included 126 triads — the children, their parents, 
and caregivers in three types of caregiving settings) from licensed day care centers, licensed family 
child care homes, and unlicensed family child care homes. They reported that both quality and 
stimulation levels of activities in center-based care were the highest, followed by licensed family child 
care homes, and then unlicensed family child care homes. They also reported that variability of 
quality in family child care homes was greater than in centers. Children's experience of care and 
activities in family child care homes also varied greatly; children in higher-quality settings were 
exposed to more educational and reading activities than those in lower-quality settings. They found 
that quality of care was a significant predictor of children's language development in both family child 
care settings but not in center care; the children in unlicensed family child care homes had lower 
language mean scores than those in licensed family child care homes. They reported that parents 
from low-resource families (lower education, income, and occupation levels) tended to enroll their 
children in lower-quality child care settings in which these children watched more television and had 
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fewer reading and educational activities. The findings have shown that quality in child care settings 
plays an important role in providing stimulating environment and activities that facilitate children's 
development. The findings also suggest that licensing regulations promote quality of child care 
settings. 
A study conducted by Howes and Stewart (1987) investigated the influences of family and 
child care on children's play with adults, peers, and toys in family child care homes. The researchers 
found that children from more nurturing families and families that had more social support were 
placed in higher-quality family child care homes. In contrast, children from more restrictive and 
stressed families were placed in lower-quality child care homes; these children also experienced 
more changes in child care arrangements and, in turn, demonstrated lower levels of competent play. 
When family characteristics were controlled, children in higher-quality child care demonstrated more 
competent play with adults, with peers (girls only), and objects. When quality was controlled, children 
from less stressed and less restrictive families, more nurturing families, and families with more social 
support demonstrated higher levels of competent play with caregivers, peers, and objects. 
Kontos (1994) studied the caregiver characteristics (e.g., socioeconomic status, stress, and 
childrearing preferences), conditions of caregiving, quality of care in the family child care homes, 
family background information, and children's cognitive, language, and social development to 
examine the interrelationships of multiple levels of the family child care system (i.e., family, child care, 
and children). She found that there were neither statistically significant correlations between caregiver 
and family characteristics nor statistically significant correlations between family characteristics and 
quality of family child care homes. She concluded that families did not choose caregivers and child 
care homes that resembled themselves in terms of family characteristics. 
The findings of Howes and Stewart, as well as the Victoria Project, reveal that high quality in 
family child care homes plays an important role in children's learning and development. Further, 
family characteristics (e.g., parental education level, socioeconomic status, stress level, childrearing 
preferences) play a role when parents make decisions for child care arrangements (Howes & Stewart, 
1987; Pence & Goelman, 1987). The inconsistent findings between these two research studies and 
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Kontos's (1994) study could be due to several factors. First, maternal education level and caregivers' 
experience were selected to represent family background characteristics and caregivers' 
characteristics, respectively, in the multiple regression analyses in Kontos' study. Therefore, as 
Kontos suggested, the range of variation in family and child care characteristics could have been 
restricted when the researcher tried to limit the size of the correlations; as a consequence, the effects 
could have been masked due to the restricted range of variation. 
Another possible reason could be the restricted range of characteristics. As Kontos reported, 
there was a restricted socioeconomic upper range for both families and caregivers because few low-
socioeconomic status) SES families were included in her study. Further, the quality in family child 
care homes in the study was rather low (Af = 3.11 ; SO = 2.36; range = 2.34 - 4.69). In other words, 
the range of quality in the family child care homes in the study was restricted to the lower end. In 
addition, the study was conducted in a small city in a Midwestern state, where the variation of family 
and child care characteristics could be smaller than in urban areas (e.g., Goelman & Pence, 1987a, 
1987b, 1988; Howes & Stewart, 1987; Pence & Goelman, 1987). As a consequence, the associations 
between the family background characteristics and quality of care could have been restricted to a 
smaller range. 
Finally, yet importantly, according to Baron and Kenny (1986), Kontos's inconsistent findings 
could be due to preexisting moderator variables that affect the correlations between family 
background characteristics and child care quality. When investigating family background 
characteristics, Kontos looked only at the maternal education; further, the family measures (i.e., the 
childrearing preference reports, parental stress, and social support) were completed by mothers. 
Fathers' input and roles in making decisions for child care arrangement were not clear. The paternal 
education levels, input in child care arrangements, and roles could have functioned as moderators 
that affect the correlations between family characteristics and the choice of child care. Therefore, 
should Kontos have recruited more families with lower SES, included more family child care providers 
that provider higher quality care, and included fathers' contribution in child care arrangements, and 
had the study been done in urban areas, the results might have been different. 
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Qua/ffy /ssues and Ch//d Oufcomes 
Caregiver behaviors and structural features of child care quality (e.g., caregiver-child ratios 
and group size) have continued to be of researchers' interest; these two variables have been 
examined in relation to quality in family child care homes and child outcomes (e.g., Burchinal et al., 
2002; Howes, 1983; Rosenthal, 1991). Howes (1983) investigated and compared caregiver behaviors 
of 20 toddler-caregiver dyads in center care and 20 dyads in family child care homes. The primary 
caregivers were interviewed to obtain demographic information, and then the dyads were observed 
for two hours in the settings during morning free play time. The researcher reported that the adult-
child ratios were the same in both care settings. Toddlers were cared for in smaller groups in family 
child care homes, but were less likely than toddlers in centers to be cared for in physical 
environments that were safe and appropriate for children. Caregivers in family child care homes 
tended to spend more time with children than did caregivers in centers. Howes found that caregiver-
child conversations occurred more frequently in family child care homes, but these caregivers were 
more likely to Ignore toddlers' requests. Training and experience were both found to have positive 
effects on caregivers' behaviors towards toddlers in centers and family child care homes; however, 
caregivers in family child care homes were less likely to have formal training in child development 
than did caregivers in centers. Caregivers with smaller groups, shorter working hours, and less 
burdensome housework responsibilities were found to engage in more faciiitative social stimulation; 
they were also found to be more responsive and less restrictive, and expressed more positive affect 
towards children under their care. Family child care providers who worked in spaces designed 
specifically to be safe and appropriate for children were less restrictive of toddler activities. Howes 
concluded that caregiver-child ratios and caregiver training were the best quality indicators in centers, 
while a safe and appropriate caregiving environment and small group size were the best quality 
indicators in family child care homes. 
Researchers have continued to focus on identifying structural qualities that predict global 
quality in family child care homes (Burchinal et al., 2002; Clarke-Stewart et al., 2002) and identifying 
valid, cost-effective methods to measure quality of child care settings (Holloway et al., 2001). 
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Burchinal, et al. (2002) analyzed data from two studies - the Family Child Care and Relative Care 
Study and the California Licensing Study - to identify structural qualities that best predict quality in 
family child care homes and to examine whether observed quality in family child care homes meets 
caregiver-child ratios (sum of the number of children weighted by the age of the children) 
recommended by the National Association of Family Child Care (NAFCC). Two hundred and twenty-
six family child care homes over three sites (Charlotte, North Carolina; Dallas-Fort Worth, Texas; and 
the San Fernando Valley, California) were included in the study. Quality of the family child care 
homes was rated using the FDCRS (Harms & Clifford, 1989) and the sensitivity of caregivers was 
measured using the CIS. Number of children and adults were counted to obtain structural variables 
(i.e., caregiver-child ratios, group size, and percent of infants) In the care settings. Caregivers were 
interviewed to obtain their experience, education, and training levels. Burchinal et al. reported that the 
structural features were not related to observed quality. Rather, caregivers' training was the strongest 
predictor of quality in family child care homes. Caregivers' experience was a mixed predictor, as it 
was negatively related to observed quality in one of the settings. They also found that the NAFCC 
weighted ratio recommendations were not related to the FDCRS and the CIS measures. The 
researchers concluded that parents and policy makers should put more emphasis on caregiver 
training and education rather than group size and caregiver-child ratios when making decisions about 
child care homes. 
Clarke-Stewart and colleagues (2002) analyzed data from the NICHD Study of Early Child 
Care to assess whether regulatable features (e.g., group size and caregiver's education and training) 
predicted the observed quality in family child care homes. Mothers were interviewed to obtain 
demographic information when the infants were one month old. Assessments of children and 
observations of the quality of the child care settings were done when children were 15 (n = 164), 24 
(n = 172), and 36 (n = 146) months old. During each observation, caregivers' positive caregiving (e.g., 
sensitivity and responsiveness to children's vocalizations) was rated using Observational Record of 
the Caregiving Environment (ORCE; NICHD Early Child Care Research Network, 1996) and quality of 
the care settings was assessed using the Child-Care HOME inventory (CC-HOME) adapted from 
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HOME inventory (Caldwell & Bradley, 1984). Background information, number of children, attitudes, 
education, and specialized training were obtained from caregivers. The researchers reported that 
caregivers who had higher levels of education and more specialized training scored higher on positive 
caregiving rating and the C-C Home inventory than those who had lower levels of education and less 
specialized training. Caregivers who followed the recommended age-weighted group size cut-off also 
provided more positive caregiving. Their findings of caregivers' education and specialized training 
best predicted quality of care and were consistent with the Burchinal et al. findings. The findings of 
group size contradicted the Clarke-Stewart et al. findings. Inconsistency of effects on group size on 
quality in family child care homes may be due to the fact that group size differences were smaller in 
family child care homes (for further explanation for the inconsistent findings, see Rationale for the 
Present Study: Caregiver-child Ratios and Group Size) 
From exploring family child care providers' characteristics and their business management 
practices to the effects of family child care on children, structural quality of family child care homes 
have been investigated either implicitly or explicitly. The research findings revealed that caregivers' 
education and specialized training were the best predictors of quality in family child care homes. 
Further research is needed to determine effects of group size on overall quality of family child care 
homes due to the inconsistent findings. 
Rationale for the Present Study 
Sfafe Regu/af/ons for fam//y CMd Care Homes 
Regulations for family child care usually include whether licensing and training are required, 
the maximum caregiver-child ratio for two-year-olds, and the required number of annual inspections 
for the providers (Hofferth & Chaplin, 1998). The purpose of child care regulations is to establish the 
base quality (e.g., children's safety and well-being) for child care services (Horfferth & Chaplin, 1998; 
Phillips et al., 1990). Family child care licensing monitors child care services by the state or the 
county. However, state regulations for child care centers vary from state to state; the variability and 
inconsistency in regulations for family child care homes are even greater (McGaha et al., 2001; 
Phillips et al., 1990; Vandell & Corasaniti, 1990). For example, only 15 states require family child care 
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homes to be licensed and three states (California, Florida, and Vermont) allow caregivers to care for 
children from one other family without a license (Doherty, 2002). Thirty-six states exempt family child 
care homes from licensing. According to Phillips, Lande, and Goldberg (1990), the inconsistency and 
confusion in state regulations are due to factors such as under-funded regulatory agencies, poorly 
drafted state statutes, and overlaps between federal, state, and local requirements. The inadequacy 
and inconsistency of the state standards for family child care homes present challenges for 
researchers and policy makers (Phillips et al., 1990). Regulation protects children and have positive 
effects (e.g., inspections increase use of child care); however, it may have negative effects; for 
example, some regulations such as requiring providers to be trained may reduce parental child care 
use of family child care (Hofferth & Chaplin, 1998). This decrease in use of regulated family child care 
may be due to the fact that the regulations (e.g., training, inspections, caregiver-child ratios) increase 
prices to consumers; the increase in cost for child care, in turn, reduce use or drive parents to choose 
non-regulated family child care homes. 
Among the four Midwestern states in this study, Nebraska and Missouri have the most 
stringent regulations for family child care homes; both states require family child care homes to be 
licensed. Both Kansas and Missouri require licensing for family child care providers who offer child 
care for 10 or more children. In Kansas, registration is required for family child care providers who 
provide care for a maximum of six children. In Iowa, licensing is not required for family child care 
homes and registration is voluntary; however, the number of children is regulated (Center for Child 
Care Resources, 2002; Hegland, Peterson, Jeon, & Oesterreich, 2002; Oesterreich, Holt, & Karas, 
1999). Registration is a more permissive form of child care regulation than licensing. In Iowa, 
registered family child care providers promise to meet minimum health and safety standards and to 
care for no more than five children at any one time under new regulations implemented in December 
2002. Registered child care providers in Iowa are eligible for the Child and Adult Care Food Program 
(CACFP), which helps cover food costs of meals and snacks that providers serve the children. The 
CACFP also offers professional education workshops for the providers (Center for Child Care 
Resources, 2002). Although these requirements and benefits keep the caregiver-child ratios and 
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quality of family child care at a certain level, the quality of family child care homes in Iowa lag behind 
other states with more stringent regulations. Less stringent regulations may result in poor-quality 
family child care; this poor quality, in turn, may affect child outcomes in later years (Hegland et al., 
2002). Therefore, it was the intention of this study to investigate and determine regulatable features 
such as group size, caregiver-child ratios, and caregivers' characteristics that are linked to quality to 
aid policy makers when they make decisions regarding state regulations for family child care homes. 
Although appropriate regulations on family child care homes protect children and ensure 
quality of care to some extent, parents may fail to identify high quality child care because of 
insufficient information about low and high quality care; furthermore, parents may fail to recognize the 
benefits of good quality care because the benefits may not directly influence the family (Hofferth & 
Chaplin, 1998). Parental choices of low-quality care due to costs, lack of information, lack of 
knowledge, and location of child care, may in turn, influence providers' motivation to maintain quality 
standard or cause potential providers to enter the field (Hofferth & Chaplin, 1998). Therefore, this 
study intended to develop an index that could be used as a guide that help parents choose family 
child care homes for their children. 
Careg/ver-CMd Ratios and Group Sfze 
Structural quality of child care settings includes regulatable variables such as caregiver-child 
ratio, group size, and caregiver characteristics (e.g., education requirements) (Clarke-Stewart & 
G ruber, 1984; Dunn, 1993). Due to the inconsistency in regulations, the caregiver-child ratios vary 
from state to state and are more variable than center-based care. For example, the minimum 
caregiver-child ratios in center-based care range from 1:4 to 1:7 for infant groups and from 1:10 to 
1:20 for 4-year-olds. In contrast, the caregiver-child ratios in family child care homes range from 1:6 
to 1:15 (Vandell & Corasanlti, 1990). More recent data reveal that the number of children who can be 
cared in a regulated small family child care homes range from 1 to 12 and from 5 to 15 for regulated 
large family child care homes (Doherty, 2002). McGaha and her colleagues (2001 ) reported there 
was very little change between 1981 and 1998 in the maximum adult-child ratios permitted; however, 
there was a trend toward increasing the number of children per adult in 1998. 
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Modigliani and Bromer (1997) developed a system of recommended age-weighted group size 
for the National Association of Family Child Care for family child care homes. This system 
recommended that group size be determined by age of children cared for in a family child care home. 
Each child under two years of age is assigned 33 points, each two-year old is assigned 25 points, 
each child aged three to six is assigned 16 points, and each child over age six is assigned 10 points. 
Thus, a family child care home receives "total points" that represents a weighted sum of the number 
of children they care for. The recommended cut-off scores are 100 points for small family child care 
homes with one caregiver and 175 points for large or joint family child care homes with two 
caregivers. Depending on the age of the children, compliance with the recommended cut-off of 100 
points or 175 points requires providers of small family child care homes and large family child care 
homes to provide care for no more than six and ten children (who are under six years of age), 
respectively. For example, if a caregiver of a small family child care home who chose to care for 
children under age two, the maximum number of children would be three (a total of 99 points) to be 
compliant with the recommended cut-off points. If the provider chose to care for children from 
different age groups and be compliant with the recommended cut-off points, one possible group 
composition could be one infant (33 points), one two-year-old (25 points), two three- to four-year-olds 
(16 points each), producing a total of 90 points. Thus, this recommended age-weighted group size 
ensures low caregiver-child ratios as well as limits the number of children in each identified age group 
to be cared for in a family child care home. Using the NAFCC recommendation as group size criteria, 
some researchers (Burchinal et al., 2002) reported that there was no reliable relationship between 
global quality (measured by the FDCRS) of care and the recommended age-weighted group size. 
Rather, they reported that family child care providers with higher points provided better quality care. 
However, other researchers (Clarke-Stewart et al., 2002) reported that family child care providers 
who met the recommended group size cut-offs provided more positive caregiving, although such 
caregiving was not found to be related to child outcomes. 
Research evidence has shown that in family child care homes, lower caregiver-child ratios 
(fewer children per caregiver) and smaller group size are related to child outcomes such as language, 
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cognitive, and social development (Clarke-Stewart & G ruber, 1984; Dunn, 1993; Kontos et al., 1994), 
children's positive care experiences (Howes & Rubenstein, 1985), and positive, responsive caregiving 
behaviors (Clarke-Stewart et al., 1994, 2002; Fosburg, 1981; Howes, 1983; Howes & Rubenstein, 
1985; NICHD Early Child Care Research Network, 1996; Stalling, 1980). In contrast, family child care 
providers with larger groups of children have been found to demonstrate less positive affect and less 
responsiveness to infant distress (Howes & Rubenstein, 1985; Stith & Davis, 1984). However, 
inconsistent findings concerning group size have been reported. Some researchers reported that 
family child care homes with higher points (according to NAFCC guidelines) were observed to have 
better quality (Burchinal et al., 2002) and other researchers reported that family child care homes with 
more children scored higher on the FDCRS than homes with fewer children (e.g., Kontos et al., 
1995). 
Several factors may have contributed to the inconsistent findings about the correlations 
between group size as well as caregiver-child ratios and child outcomes or quality of care. One 
possible reason for the discrepancy, as suggested by Clarke-Stewart et al., (2002), was that 
caregivers' specialized training and levels of education were not controlled in the group size analyses 
(e.g., Burchinal et al., 2002; Kontos, 1994; Kontos et al., 1995). Research evidence has shown that 
caregivers who cared for larger groups of children were more likely to be professionally committed, 
have more training, and to provide higher-quality care (Pence & Goelman, 1991). Clarke-Stewart et 
al. (2002) controlled for caregivers' characteristics (e.g., training and professional commitment) and 
they found that family child care providers who were not in compliance with the group size cut-offs 
provided less positive caregiving. 
Researchers did not use same instruments to measure caregiver-child interactions, 
caregivers' behaviors, and quality. For example, several researchers (Howes & Rubenstein, 1985; 
Stith & Davis, 1984) used infant environment observational scales to measure adult and child 
affective expression and caregiver-toddler interactions. Clarke-Stewart, et al. (2002) used CC-HOME, 
while Burchinal et al. and Kontos et al. (1995) used the FDCRS to measure quality. Different 
instruments may yield different results because each instrument is most sensitive to what it is 
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designed to measure. In addition, although caregiver-child interactions and caregivers' caregiving 
behaviors may reflect quality of care, the CC-HOME and the FDCRS that measure global quality in 
family child care homes may not measure caregiver-child interactions. 
The inconsistent findings also could be due to children's age and age range. Howes and 
Rubenstein (1985) examined the determinants for toddlers whose ages ranged from 17 to 22 months 
(M = 19.2 months), while Stith and Davis (1984) studied infants five to six months old. In contrast, a 
greater age range was reported in studies in which no relationship between group size and quality 
was observed (Burchinal et al., 2002; Kontos et al., 1994; 1995). These researchers studied children 
aged 30 to 60 months (Kontos et al., 1994) and children from birth to over six years old (Burchinal et 
al., 2002; Kontos et al., 1995). Therefore, the effect of group size may be more obvious when the 
studies were restricted to younger children such as infants and toddlers; in contrast, the effects may 
have been masked when the children's age ranges are greater within a group. 
Another possible reason for the discrepancy could be how group size was defined and the 
criteria used to obtain group size. For example, Kontos (1994) used total number of children enrolled 
in family child care homes (either part time or fulltime) in her study; the total number of children 
enrolled might not necessarily equal total number of children present during observation. Therefore, 
the group size and the effects of group size reported in her study might have created misconceptions 
and been misinterpreted. In most studies, researchers calculated group size and caregiver-child 
ratios by counting the total number of children In family child care homes during observations. The 
NAFCC recommended group size points have only been used in a few studies (e.g., Burchinal et al. 
2002; Clarke-Stewart; et al., 2002) to examine relationships between group size and quality In family 
child care homes. Inconsistent findings of the two research studies could be due to the adjustment 
used in the Burchinal et al. (2002) study. As described earlier, the NAFCC assigned 25 points and 16 
points, respectively, for each child aged 2 years old and 3 to 6 years old. Burchinal et al. made an 
adjustment to fit their data; they assigned 33 points for children from 24 months to 29 months, as well 
as from 30 to 35 months. For example, after the adjustment, a provider who followed the California 
regulations and cared for six children — three infants and three 2-year olds — received 147 points; 
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however, according to the NAFCC recommendation, she would have received 174 points. This 
example indicates that the adjustment might have changed group age compositions and lowered the 
possible points. Furthermore, according to NAFCC recommendations, there are four possible age 
groups (birth to two, two-year-olds, three- to six-year-olds, and school-age children) but Burchinal et 
al. used only three groups (birth to 29 months, 30 to 60 months, and school-age children). Burchinal's 
changes resulted in age ranges that were even more restricted (from four age groups to three age 
groups). Therefore, although both Burchinal et al. (2002) and Clarke-Stewart et al. (2002) used the 
NAFCC-recommended age-weighted group size to calculate group size points and recommended 
cutoffs, the adjustment used in Burchinal et al. study may have masked effects of group size. 
Finally, some researchers used the average group sizes for analyses but disregarded the 
range, standard deviations of the group size, and possible outliers. In the Stith and Davis study 
(1984), the employed and non-employed mothers generally cared for their own children, with average 
group sizes of 1.3 and 1.4 children, respectively, while family child care providers cared for two to six 
children, with an average group size of 3.2 children. Kontos and her colleagues (1994) reported 
average group sizes of 21.47 children (SO = 6.73) for center-based care and 9.4 children (SO = 2.76) 
for family child care homes. The average caregiver-child ratios in center-based care and family child 
care homes in their study were 1 to 12.82 and 1 to 9.4 (SO = 2.79 and 2.786), respectively. Howes 
and Rubenstein (1985) reported a greater range of group size; however, they categorized group sizes 
into large (ranged from nine to 34 children) and small groups (ranged from four to eight children). The 
average caregiver-child ratio in their study was 1 to 3. In contrast, the average group sizes in the 
Burchinal et al. study ranged from 6.3 (SO = 2.3; range = 2-13), 5.5 (SO = 2.5; range = 1 - 12), 1.9 
(SO = 1.0; range = 1- 4), to 3.1 (SO = 2.4; range = 1-11) for licensed child care homes, licensed 
family child care homes, relative care, and unlicensed family child care homes, respectively. Although 
the average group sizes reported in the aforementioned studies did not differ much, there was a 
difference in the range of group sizes. The Burchinal et al. study apparently had right-skewed 
distributions of group sizes in two of the groups - the relative care and unlicensed family child care 
homes. Furthermore, the reported average group points, standard deviations, and ranges of group 
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points (M = 148.6, SD = 63.3, range from 56 to 379 points; M = 136, SD = 63.6, range from 33 to 346 
points; M = 46.3, SD = 23.5, range from 10 to 99 points; M = 75.7, SD = 56.5, range from 16 to 228 
points, respectively, for the four aforementioned groups) indicated that there might be outlying group 
points. Therefore, in their case, the median value might have represented the group size better as it is 
less sensitive to the outlier. Therefore, had Burchinal et al. used the medians rather than the means 
that did not represent the data well, their results might have been different. 
In the present study, the maximum number of children a family child care home may care for 
was regulated in all four Midwestern states. However, the group sizes differed (see earlier sections — 
Definitions of Family Child Care Homes and State Regulations for Family Child Care Homes — and 
Appendix A for more detailed information about group size requirements In these four states). 
Hegland, et al. (2002) reported that, on average, the family child care homes in the four Midwestern 
states provided care for six children. Therefore, the present study allowed the investigation of the 
effects of age-weighted group size as well as caregiver-child ratios on the FDCRS to determine 
whether better quality care was offered when family child care homes did not exceed the 
recommended cut-off points. 
Fam//y CMd Care ProWders' Educaffon and Tra/n/ng 
Research evidence has shown that caregivers' training and education are related to 
children's cognitive and social play (Kontos et al., 1994) and higher quality of family child care 
services (Burchinal et al., 2002; Clarke-Stewart et al., 2002; Fischer & Eheart, 1991; Howes, 1983). 
Caregivers with more training and education were found to provide more positive caregiving (Clarke-
Stewart et al., 1994, 2002; Stalllngs, 1980), were more responsive and demonstrated more social 
stimulations (Howes, 1983), or have family child care homes with higher global quality ratings 
(Burchinal et al., 2002, Fischer & Eheart, 1991). Research evidence has shown that caregivers who 
have higher levels of education were more likely to spend less time in group interactions with children 
(Rosenthal, 1991). Furthermore, caregivers who have specialized training were more likely to 
perceive family child care as a profession and provide higher quality care (Pence & Goelman, 1991). 
However, in both Canada and the United States, there are limited training opportunities for family 
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child care providers (Kontos, Machida, Griffin, & Read, 1992; Pence & Goelman, 1991; Taylor, 1998; 
Taylor, Dunster, & Pollard, 1999). A comparative analysis of 1981 and 1998 state regulations 
concerning family child care in the United States that included 50 states and the District of Columbia 
(McGaha et al., 2001) revealed that in 1981, 3 states required pre-service education while in 1998,14 
states required pre-service education. This report indicates that although pre-service education has 
increased, there are still many states (including Iowa) that have not set pre-service training 
requirements for family child care providers. McGaha and colleagues (2001) reported that only nine 
states required that caregivers in child care settings receive in-service training; by 1998, there were 
32 states required in-service training. This report indicates a positive shift of view toward the in-
service staff training requirements in state regulations for family child care providers. However, cost of 
training and education may increase cost for family child care consumers (Hofferth & Chaplin, 1998). 
In Iowa, only two hours of in-service training are required for registered family child care 
providers; non-registered providers are not required to meet this training requirements (Hegland et 
al., 2002; see Appendix A). Therefore, the present study investigated the impact of caregivers' 
education and specialized training (e.g., CDA, Parents as Teachers, West Ed, High Scope, 
Montessori, Creative Curriculum, Child Net, CPR and first aid within the past two years; see Appendix 
D for the definitions of these training initiatives) on family child care quality. 
Fam//y CMd Care Prov/ders' Afof/vaWons 
Research findings based on center-based child care indicate that children benefit from high-
quality child care in cognitive, language, social, and emotional development (Hayes et al., 1990; 
Whitebook et al., 1989). One of the components that determines the quality of care is stability (Hayes 
et al., 1990; Phillips, 1987). Research evidence shows that children who experienced stable child 
care arrangements demonstrated more secure attachments, higher complexity of play, more 
advanced language development, and better school achievement (Hayes et al., 1990; Whitebook et 
al., 1989). However, the annual turnover rate for family child care providers ranges from 23% to 59% 
(Kontos, 1992; Kontos et al., 1995; Whitebook et al., 1989). This turnover is attributed to job stress 
(Todd & Deer-Schmitt, 1996), the presence of the provider's own children (Bollin, 1993; Deery-
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Schmitt & Todd, 1995; Pence & Goelman, 1987a), provider's education and training (Deery-Schmitt & 
Todd, 1995; Kontos et al., 1995; Pence & Goelman, 1987; Todd & Deer-Schmitt, 1996), and job 
satisfaction (Bollin, 1993; Molgaard, 1993). 
In general, the workday of family child care providers is long. Research evidence indicates 
that family child care providers typically work nine hours or more each day and an average of 43 to 51 
hours per week (Deery-Schmitt & Todd, 1995; Goelman et al., 1990; Kontos, 1992; Todd & Deery-
Schmitt, 1996). Some researchers reported that unregulated caregivers might work fewer hours than 
regulated caregivers (Pence & Goelman, 1987). Bollin (1993) found that stable providers (who 
provided child care for at least two years) were more likely to work longer hours than non-stable 
providers (who stopped providing care in 18 or fewer months); furthermore, Pence and Goelman 
(1991) reported that higher quality caregivers provided care for more hours per week. However, 
longer working hours neither contribute to job satisfaction nor stability of the family child care. 
Child care providers, in general, receive lower wages and seldom have employment benefits 
compared to other professions (Kontos et al., 1995; Utah Corp for Women, 1998). Caregivers 
consider child care to be a demanding, tiring, and low paid profession (Pence & Goelman, 1987). 
Caregivers' low wages have been found to be one of the factors that lead to turnover In the field of 
child care (Nelson, 1990). Kontos and her colleagues (1995) reported that caregivers who charged 
less for child care were more likely to discontinue this profession than those who charged more. 
Those who charged more tended to offer higher quality care and were more involved in family child 
care networks. Family child care providers may have lower wages with no benefits and longer 
working hours than caregivers in center-based care. Their long working hours and low wages are 
expected to have negative effects on the stability and quality in family child care homes. 
Motivation for becoming a family child care provider has been found to be related to quality of 
care. Pence and Goelman (1991 ) reported that family child care providers who perceived family child 
care as a profession, who had pride in the career (e.g., caregiving makes me feel useful), or who 
deemed the career contributing to society were more likely to provide higher-quality child care. In 
contrast, those caregivers who deemed the career as a job for additional income, a way to provide 
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playmates for their own children, opportunities to work at home rather than away from home, or who 
simply liked to work with children were more likely to provide lower-quality child care. This study 
investigated the relationships between caregivers' motivation (i.e., how they perceive family child 
care, their plan for the career, and their annual income) and quality of family child care homes. 
fam//y CMd Care PfoWders' 8e//efs 
According to Rosenthal (1991 ), the cognitive aspects of the caregivers' role include the 
caregivers' knowledge, attitudes, and beliefs in terms of child development, child rearing, and their 
roles in socialization and development of the child. She states that the caregivers' perceptions of their 
roles as professional educators contribute to the educational aspects of the care they provide. 
Rosenthal (1991) studied 41 family child care homes in Israel to examine the relationships of 
caregivers' beliefs and behaviors to their personal and their professional background, as well as to 
caregivers' work environment. She reported that quality and educational aspects of the family child 
care homes were related to caregivers' education and beliefs. She also found that caregivers who 
expected early attainment of developmental goals tended to spend less time in group interactions 
with children and display fewer restrictions on the children's behavior. In contrast, caregivers who 
believe in more authoritarian control set more restrictions on the children and provide a lower quality 
of educational activities and physical environment for the children. 
Other researchers have reported similar findings. For example, caregivers who held more 
child-centered beliefs and less-authoritarian beliefs were found to provide more positive caregiving 
(NICHD Early Child Care Research Network, 1996), higher-quality care, and more stimulating care 
environments for children they cared for (Clarke-Stewart et al., 2002). Clarke-Stewart and her 
colleagues (2002) reported that when caregivers' beliefs about child rearing were controlled in the 
analysis, the effects of caregivers' training on quality of care was no longer significant; this finding 
indicates that caregivers' beliefs mediate the effect of caregiver training. They did not find the same 
mediating effect of caregivers' beliefs on caregivers' education or recent training. The researchers 
concluded that regulating family child care providers' education and training may help improve child 
care quality because caregivers establish and develop their beliefs about child development primarily 
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through education and training. In other words, caregivers' education and training lead to caregivers' 
child-centered beliefs, and their beliefs, in turn, lead to higher-quality care and caregiving behaviors. 
This study investigated the relationship between family child care providers' beliefs in terms 
of their practices (e.g., if they greet each child and parent daily upon arrival, every child in their home 
receives some forms of book experience every day, etc., see Appendix F), and the quality of care 
they provide. 
Fam/iy Cfiiid Care Providers' Experience 
Previous research has shown that the relationship between caregivers' experience and 
quality of care is inconsistent. Howes (1983) reported that experience was found to have positive 
effects on caregivers' behaviors towards toddlers in centers and family child care homes; that is, 
providers with more experience were warmer and more responsive. Fosburg (1981 ) also reported 
that caregivers with a moderate amount of experience had more educational interactions with 
children. However, other researchers (Kontos, 1994; Rosenthal, 1994) did not find statistically 
significant correlations between caregivers' experience and quality in family child care homes. In 
contrast to Howes' finding, Burchinal et al. (2002) reported more experienced caregivers had lower 
FDCRS scores. In these studies, training was not controlled. Researchers of the NICHD study 
(NICHD Early Child Care Research Network, 1996) analyzed care for six-month-olds and reported 
significant negative correlations between caregivers' experience and their caregiving behaviors; 
however, experience was not correlated with positive caregiving behaviors when group size, 
caregiver-child ratios, and caregivers' child-rearing beliefs were controlled statistically. The present 
study allowed the researcher to examine effects of caregivers' experience when other factors such as 
group size, caregivers' education, and training are controlled. The expectation was that a moderate 
amount of experience would result in higher quality family child care. 
Famiiy Chifd Care Providers' Professionaiism 
Caregivers' professional attitudes have been found to be related to their caregiving behaviors 
and quality of care they provided (Clarke-Stewart et al., 2002; Fosburg, 1981; Goelman, Shapiro, & 
Pence, 1990; Kontos et al., 1995; Pence & Goelman, 1991). Caregivers who perceive their jobs as a 
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profession are more likely to continue to offer care in the future (Goelman et al., 1990; Goelman & 
Pence, 1987a, 1987b, 1988) and to offer high quality care, as well as warmer and more positive care 
(Kontos et al., 1995; Rosenthal, 1991). An indication of professionalism for family child care providers 
is participating in family child care network (Fosburg, 1991; Pence & Goelman, 1991). Pence and 
Goelman (1991) reported that higher-quality family child care providers were more likely to belong to 
Family Day Care Association. The present study allowed the researcher to examine effects of 
caregivers' professionalism on child care quality they provide in their homes. 
Te/epAone Survey 
Research evidence indicates that families prefer more informal, home-like arrangements for 
their infants and toddlers (Hayes et al., 1990; Kisker et al., 1989; Mason & Kuhlthau, 1989). Although 
family child care is a prevalent type of child care for children, it has received less attention from 
researchers than center-based child care; there is limited information on the quality of this form of 
care. Researchers have focused on exploring the quality of family child care homes through global 
measures of physical and social environment (e.g., Goelman et al., 1990; Howes & Stewart, 1987; 
Pence & Goelman, 1987), observations of caregivers' behaviors (e.g., Howes, 1983), or observations 
of developmental^  appropriate activities (Kontos et al., 1994). These research studies used 
observational methods such as the FDCRS (Harms & Clifford, 1989) (e.g., Howes & Stewart, 1987) 
or time sampling (Kontos, 1994; Kontos et al., 1994; Kontos et al., 1996)). 
Observational methods such as the FDCRS and the CIS provide multi-faceted information of 
a child-care environment, including accessibility and arrangement of materials, caregivers' behaviors 
(e.g., tone of voice), activities, and caregiver-child interactions. However, observational research is 
costly to conduct. Observational methods are also time consuming: each assessment may take up to 
three hours of observation; more than one observation may be necessary; and observation usually 
needs to be conducted at specific times of a year or a day when the setting is considered to be 
functioning typically (Holloway et al., 2001). In addition, the coding of observations requires additional 
time. Some care providers may reject observation because they consider the method intrusive. 
Further, compared to center-based child care providers, care providers in informal child-care settings 
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because they have less experience being observed; and therefore, may be more reluctant to be 
observed (Holloway et al., 2001). Therefore, a more efficient and cost-effective, but less intrusive, 
method, such as a telephone interview, should be established to cope with the aforementioned 
difficult situations. 
Holloway and colleagues (Holloway et al., 2001 ) conducted a study to determine if data on 
child care quality obtained from a telephone interview with the caregiver could substitute for data 
obtained from direct observation. Global quality in 89 family child care homes and 92 centers was 
assessed using the FDCRS and the Early Childhood Environment Scale-Revised (ECERS-R; Harms 
& Clifford, 1998), respectively. Caregivers were interviewed using the Berkeley-Yale Telephone 
Interview for Family Child-Care Provider (BYTI-F) developed by the researchers based on the 
FDCRS and ECERS-R. They reported that data collected through telephone interviews predicted 
accurately 92% and 89% of the quality among family child care homes and child care centers, 
respectively, in terms of the levels of quality (derived from the FDCRS and ECERS-R) defined as 
poor, mediocre, or developmental^  appropriate. 
The BYTI-F that Holloway and her colleagues used was a 30-minute long telephone 
interview. Compared to the observational method, it was much more time efficient. However, thirty 
minutes is an "expensive" time block for family child care providers. If the telephone interview was 
conducted during the day when children are present, the care providers may be distracted by the 
children's demands and/or the caregivers may not be able to give full attention to the children; these 
distractions and demands, in turn, will affect the accuracy of the data as well as the quality of the 
caregiving. If it was conducted after hours, considering the family child care providers' long working 
hours, the researchers would be taking away providers' limited time alone with their own families. 
Therefore, it was the intention of this study to develop a shorter telephone interview (e.g., two to five 
minutes) based on data collected using the FDCRS and a telephone survey. 
Eheart and Leavitt (1989) conducted a study to explore how family child care providers 
perceived and implemented their caregiving practices. In Phase I, the providers were telephone 
interviewed with open-ended questions to describe their caregiving responsibility and daily activities. 
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In Phase II, providers were observed in their child care homes for a period of 10 months. Data from 
the telephone interview revealed that family day care providers in the study intended to provide 
quality care (i.e., loving, attentive, play-filled environment); however, their intentions were not 
consistent with their practices according to data from the observations. The researchers suggested 
that the discrepancies could be due to two reasons: 1 ) providers and researchers had different 
interpretations for various words, phrases, and behaviors; and 2) aspects of groups' composition, 
such as group size, consistency of groups, and relationship of children to provider, might have 
influenced the caregivers' behaviors. Caregivers who receive more frequent supervision are more 
likely to have positive interactions with children (Rosenthal, 1991). Therefore, discrepancies between 
intended and observed caregiving practices might be minimized if the Department of Human Services 
child care licensing consultant annually or semiannually visits the family child care homes to assure 
quality of care. Under this notion, a telephone interview could be used as a screening tool. 
Strengths and Weaknesses of Te/ephone Surveys 
Telephone surveys allow researchers to collect data and produce results quickly because 
researchers can complete more interviews in a given time period than observers who must physically 
be in the context (Salant & Dillman, 1994). According to Salant and Dillman, another strength of the 
telephone surveys is that it is conducted at a central facility equipped with a bank of telephones; a 
supervisor can deal with any problem that arises when the telephone survey is conducted, and thus 
the process will not be delayed. Furthermore, researchers or interviewers have greater interviewer 
control when using a telephone survey, in contrast to other survey methods (Salant & Dillman, 1994). 
However, telephone surveys have weaknesses. The most common weakness, but a minor one, is 
that not all people have telephones, such as lower-income families and people who live in mobile 
homes that travel around the country. This problem creates coverage error since a subgroup of the 
population is not included in the survey. On the other hand, this may not be a serious problem, 
because about 93% of the United States population has telephones in their households (Salant & 
Dillman, 1994). Another weakness related to telephone surveys is that telephone directories may be 
incomplete or out of date, and people who do not have their telephone number listed in the directories 
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for various reasons will not be included. Fortunately, researchers can use random digit dialing and 
add-a-digit dialing to access both listed and unlisted numbers; thus, incomplete directory and 
inaccurate directory problems are overcome (Salant & Dillman, 1994). The increasing volume of 
telemarketing also creates problems such as the reluctance of people to pick up their phones when 
they ring and/or reluctance to answer telephone surveys. This problem could be taken care of by 
sending each respondent a letter to notify him/her that a representative from an identified group may 
be calling him/her for a telephone interview. The letter also could serve to encourage respondents to 
participate in the survey. Another weakness of telephone surveys is that some survey items may 
create biased responses due to the social desirability of the answer, that is, the tendency of 
respondents to provide answers that will make them look good (McMillan & Schumacher, 1993). For 
example, Eheart's and Leavitfs (1989) study has shown that the caregivers' intended practices did 
not match with their observed practices. Like other aforementioned weaknesses that can be 
overcome by using techniques and careful planning, the social desirability effect can be minimized. 
The researchers can minimize social desirability by avoiding biased items and/or carefully wording 
the items (McMillan & Schumacher, 1993). 
In the present study, the telephone survey was used to collect data; the interviews were 
scheduled at a time considered most convenient to the family child care providers. However, 
concerning the limitations and weaknesses of telephone surveys, caution should be taken when the 
researcher interprets results of the present study. 
Popu/af/ons 
The 89 family child care homes included in Holloway's study were all licensed and were 
drawn from the San Francisco Bay Area and Connecticut. In California and Connecticut, family child 
care homes are regulated under state law. In California, regulation of the family child care homes is 
exempted when the caregiver cares only for children from one other family; Connecticut has no 
exemption of regulations for family child care homes (Doherty, 2002). In contrast, Iowa does not 
require family child care homes to be licensed, although registration of small family child care homes 
is encouraged. 
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In the Midwestern Consortium Research Study, among the family child care homes (n = 134) 
that were observed in four states, 86 were licensed; 32 were registered (24 were from Iowa), 14 were 
exempted from registration (2 were from Iowa), and 14 were non-regulated family child care providers 
who agreed to be observed. In Iowa, Department of Human Services establishes minimum 
requirements for registered family child care homes. The registration process is less stringent than 
licensing and it is a choice of the providers. To register as a family child care provider, the provider is 
required to self-certify in writing that he/she meets the minimum requirements in all areas of child care 
home operation; a local Department of Human Services representative may visit 20% of the homes 
annually. Compliance with registration is difficult to impose because the registration is voluntary. Non-
registered providers are difficult to identify. Therefore, the regulation requirements for family child 
care homes in Iowa are lower than in other states. Iowa has the second highest rate in the nation for 
founded child abuse reports in child care settings (Scott, 2001 ), which provides another indicator of 
low child care quality In Iowa. Therefore, one should not generalize results of studies conducted in 
other states on family child care homes, such as Holloway's study, to family child care homes in Iowa. 
At the same time, Iowa ranks the highest nationally for the percentage of employed parents of young 
children (U.S. Census Bureau, 2002). This statistics indicate that there Is a great demand for child 
care in Iowa. As mentioned earlier in this chapter, family child care homes provide care for at least 
20% of the children in child care in Iowa. Whether or not the regulation requirements are met 
depends primarily on the family child care providers, the parents of children In care, and the 
community (Hegland et al., 2002). Furthermore, the regulation requirements for family child care 
homes differ among the four Midwestern states (see definition of family child care homes and 
Appendix A). Therefore, concerns about quality of family child care in Iowa, Kansas, Missouri, and 
Nebraska are especially relevant. 
Purposes of the Study 
This study first examined whether or not data obtained from telephone interviews were 
correlated with the time- and cost-consuming observational method in predicting quality of the family 
child care homes as measured using the FDCRS and the CIS. An index was developed. It also was 
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hoped that the findings not only would help identify good-quality family child care homes, but also 
facilitate policy makers' make decisions on intervention (e.g., if the family child care home provider 
needs training in certain areas) and, most importantly, determine the important features that should 
be included in the regulations for family child care homes. In addition, it was hoped that the findings 
would help parents to identify high-quality care when making decisions for child care arrangements. 
The ultimate goal was to ensure that children who enroll in family child care homes would receive 
high-quality child care. 
Research Hypotheses 
Researchers examine the quality of family child care homes to guide regulation. In the 
present study, it was hypothesized that regulatable features (i.e., caregiver-child ratios, group size, 
caregivers' education, and caregivers' specialized training) would positively affect the quality in family 
child care homes and non-regulatable features (i.e., caregivers' wages, beliefs, professionalism, and 
motivations) would mediate the effects of the regulatable features. Based on the hypotheses, this 
dissertation research was designed to examine the relationships between regulatable as well as non-
regulatable features and quality In family child care homes. Further, the function of non-regulatable 
features in the quality of family child care was examined. Additionally, the study intended to examine 
whether or not data obtained from a telephone survey were as predictive as observational methods 
such as the Family Day Care Rating Scale (FDCRS; Harms & Clifford, 1989) and the Caregiver 
Interaction Scale (CIS; Amett, 1989). After reviewing the preceding empirical evidence, the following 
hypotheses were postulated: 
1. Licensure/registratlon, regulatable Index (i.e., caregivers' education level, specialized 
training) and non-regulatable index (i.e., caregivers' beliefs, motivation, professionalism, 
and annual income) both would correlate with quality in family child care homes as 
measured by the FDCRS and CIS. 
2. The relationship between regulatable index (i.e., caregivers' education level, specialized 
training) and quality in family child care homes as measured by the FDCRS and CIS 
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would be mediated by non-regulatable features (I.e., caregivers' beliefs, motivation, 
professionalism, and annual income). 
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CHAPTER 3. METHODOLOGY 
Participants 
The University of Nebraska's Center on Children, Families, and the Law, as well as the 
Midwest Child Care Research Consortium, contracted with the Gallup Organization of Princeton, New 
Jersey, and researchers from the four Midwestern state universities to conduct a series of research 
projects to examine child care workforce characteristics and child care quality in Iowa, Kansas, 
Missouri, and Nebraska. This study included partial data from the large data set. Participants in this 
study included a random sample of family child care providers from four Midwestern states — Iowa, 
Kansas, Missouri, and Nebraska. The final telephone survey sample size was 1,058. A subset of 134 
(14 non-registered family child care homes) providers completed follow-up observations and were 
included in statistical analyses. See Table 1 for the distribution of types of family child care homes 
across the four states. 
The modal education level of the providers was some education beyond high school. Thirty 
six (26.9%) of them had one of the following certificates: a teaching certificate, a CDA credential, 
Montessori, Parents as Teachers, or Childnet. The average amount of child care-related training was 
43.38 hours. A majority of them had first aid (n = 115, 85.5%) and CPR (n = 111, 82.8%) training 
within the past two years at the time of the research and participated in the Child and Adult Care 
Food Program (CACFP) (n = 110, 82.1%). 
A majority of them viewed family child care as their career/profession (n = 86, 64.2%) and as 
a personal calling (n = 76, 56.7%) to the job. About half of the providers did not view the profession as 
a stepping stone to a career in a related field (n = 58,43.3%). About one third (n = 43, 32.1 %) of the 
providers viewed family child care as a job with a pay check. Many providers viewed family child care 
as work to do while their children were young (/? = 61, 45.5%) or a way to helped out a family member 
or a neighbor (n = 50, 37.3%). 
Table 1 
Distribution of licensed and registered family child care homes (FCC) by states 
Types of family child care homes IA KS MO NE Total 
*/V **n % /V n % N n % /V n % /V n % 
Licensed FCC Subsidy 0 0 0.0 86 15 17.4 86 13 15.1 74 6 8.1 234 34 14.5 
Licensed FCC Non-Subsidy 0 0 0.0 73 19 26.0 61 17 27.9 52 8 15.4 186 44 26.7 
Licensed FCC II Subsidy (NE Only) 0 0 0.0 0 0 0.0 0 0 0.0 41 4 9.8 41 4 9.8 
Licensed FCC II Non-Subsidy (NE Only) 0 0 0.0 0 0 0.0 0 0 0.0 41 6 14.6 41 6 14.6 
Registered FCC Subsidy (KS & IA Only) 81 9 11.1 67 4 6.0 0 0 0.0 0 0 0.0 148 13 8.8 
Registered FCC Non-Subsidy (KS & IA 78 15 19.2 66 4 6.1 0 0 0.0 0 0 0.0 144 19 13.2 
Only) 
Approved/Exempt/Relative Homes 75 2 2.7 61 1 1.3 64 3 4.7 64 8 12.5 264 14 5.3 
Subsidy 
Total 234 26 11.1 353 43 12.2 199 32 16.6 272 32 11.8 1058 134 12.7 
Nofe.'* N = family child care providers that were telephone interviewed; **n = family child care homes that were followed up with observations. 
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A majority of them planned to stay in the field for five years or more (n = 91,67.9%) and 
about a quarter of them (n = 32, 23.9%) planned to stay for two to five more years. A majority of the 
providers (n = 130, 97.0%) greeted each parent daily, and every child in their home was read to or 
had picture book experience daily (n = 110, 82.1%). A majority of them (n = 112, 83.6%) had an 
opportunity to talk formally to parents about child development at least once a year. A majority of 
them agreed that there were areas to promote learning (n = 113, 84.3%), good indoor (n = 115, 
85.5%) and outdoor spaces for caring (n = 115, 85.5%), and a good supply of toys for children they 
cared for(n = 125, 93.3%). A majority of the providers (n = 111, 82.8%) strongly disagreed that they 
were left alone with too many children at least twice a week. The median annual income is $12,500. 
Most providers (n = 117, 87.3%) had been in the family child care for more than three years. Twenty-
nine of them were either members of the National Association of Education for Young Children 
(NAEYC) or the National Association of Family Child Care (NAFCC). (See Table 2 for the family child 
care providers' characteristics.) 
Table 2 
Characteristics of the family child care providers (n = 134) 
Characteristics n % Mean Median Mode Range SD 
Education levels 
1. No high school 7 5.2 
2. High school graduate 32 23.9 
3. Some education beyond high school* 53 39.6 
4. One-year child development program 9 6.7 
5. Two-year college 17 12.7 
6. Four-year college 13 9.7 
7. Graduate school courses or degree 3 2.2 
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Table 2 (continued) 
Characteristics of the family child care providers (n = 134) 
Characteristics n % Mean Median Mode Range SD 
Certificates 
Teaching certificate from your state 7 5.2 
CDA (Child Development Associate) 19 14.2 
Montessori 2 1.5 
Parents as Teachers 7 5.2 
Childnet 8 6.0 
Training 
Training hours 43.4 22.2 20 0-500 67.6 
CPR within the past two years 111 82.8 
First aid within the past two years 115 85.8 
Participate in CACFP 110 82.1 
Motivation: Seeing family child care as 
My career or profession 86" 64.2 4.3 5 5 1-5"  1.2 
A stepping stone to related profession 20" 14.9 2.5 2 1 1-5"  1.5 
A personal calling 76" 56.7 4.2 5 5 1-5"  1.7 
A job with a paycheck 43" 32.1 3 3 5 1-5"  1.6 
Work to do while own children are young 61" 45.5 3.3 4 5 1-5"  1.8 
A way of helping others 50" 37.3 3.4 3.5 5 1-5"  1.6 
Plan to stay in family child care 
less than 6 months 1 .7 
6 to 12 months 2 1.5 
1 to 2 years 6 4.5 
2 to 5 years 32 23.9 
5 years or longer 91 67.9 
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Table 2 (continued) 
Characteristics of the family child care providers (n = 134) 
Characteristics n % Mean Median Mode Range SD 
Motivation: Seeing family child care as 
(continued) 
Would choose work other than FCC 20 14.9 
Beliefs 
Greet each parent and child daily 130" 97.0 4.9 5 5 1-5"  .4 
Every child in your care is read to daily 110" 82.1 4.7 5 5 1-5"  .7 
Talk to parent about child development 112" 83.6 4.7 5 5 1-5"  .8 
Specific areas to promote learning 113" 84.3 4.8 5 5 1-5"  .7 
Has good indoor spaces for caring 115" 85.8 4.9 5 5 1-5"  .4 
Has good outdoor spaces for caring 115" 85.8 4.8 5 5 1-5"  .5 
Have a good supply of toys 125" 93.3 4.9 5 5 1-5"  .3 
Left alone with too many children 4d 3.0 1.3 1 1 1-5"  .9 
lual income 
1. Less than $5,000 20 14.9 
2. $5,000 - $7,499 11 8.2 
4. $10,000-$12,499 10 7.5 
3. $7,500 - $9,999 17 12.7 
5. $12,500-$14,999= 22 16.4 
6. $15,000-$17,499 10 7.5 
7. $17,500-$19,999 8 6.0 
8. $20,000 - $24,999 14 10.4 
9. $25,000 - $29,999 6 4.5 
10. $30,000 or more 10 7.5 
Missing 6 4.5 
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Table 2 (continued) 
Characteristics of the family child care providers (n = 134) 
Characteristics n % Mean Median Mode Range SD 
Years of experience since age 18 
3 to 6 months 1 .7 
6 to 12 months 2 1.5 
12 to 18 months 2 1.5 
18 months to 2 years 4 3.0 
2 to 3 years 8 6.0 
3 to 5 years 20 14.9 
5 to 10 years 28 20.9 
10 years to 20 years 43 32.1 
20 or more years 26 19.4 
Member of 
NAEYC 18 13.4 
NAFCC 19 14.2 
NAEYC or NAFCC 29 21.6 
DEC 6 4.5 
CEC 1 .7 
National School Age Child Care Alliance 4 3.0 
MO Care 33 24.6 
Nofe. * Medians for education level and annual income. " number reported represented providers responded to 
(5) definitely represents on the scales. " Range from (1) definitely does not represent through (5) definitely 
represents. * number reported represented providers responded to (5) strongly agree. * Range from (1) strongly 
disagree through (5) strongly disagree. 
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Measures 
Observations/ Measures 
In the Midwest Child Care Research Consortium's study of child care quality, the Family Day 
Care Rating Scale (FDCRS; Harms & Clifford, 1989) was used to assess quality in family child care 
homes. The Caregiver Interactions Scale (CIS; Arnett, 1989) was used in conjunction with the 
FDCRS. 
The Famiiy Day Care Raf/ng Sca/e (FDCRS; Harms, Cfyer, & C/iffbrd, 7989) 
The FDCRS was designed for researchers to measure overall quality in family child care 
homes. This scale examines the developmental appropriateness of family child care practices by 
assessing six quality aspects of the child care home: (1 ) Space and Furnishings for Care and 
Learning; (2) Basic Care; (3) Language and Reasoning; (4) Learning Activities; (5) Social 
Development; and (6) Adult Needs (see Appendix B). The supplementary items (provisions for 
exceptional children; see Appendix B) were not included in this study because there were few family 
child care homes that provided care for children with special needs. There are 32 Items in the scale 
that were rated on 7-point scales from inadequate (1 — does not even meet custodial care needs), to 
excellent (7 — high-quality personalized care). 
Reliability of the FDCRS 
infemai consistency of (be FDCRS. The FDCRS has been used by researchers to assess 
global quality in family child care homes (e.g., Howes & Stewart, 1987; Kontos, 1994; Kontos et al., 
1994). Research evidence indicates that the FDCRS has high internal consistency. For example, 
Kontos (1994) reported a Cronbach's alpha value of .86 for the total score on the FDCRS; Burchinal 
et al (2002) reported Cronbach's alpha value of .97 on the total FDCRS score. These data indicate 
that the FDCRS has high levels of internal consistency for the total scale. 
Interrater reliability. The interrater reliability for the FDCRS has been consistently high. For 
example, Howes and Stewart (1987) reported an interrater agreement of .90 for individual items. 
Kontos (1994) reported 97% of inter-observer agreement for her study. Burchinal et al. (2002) 
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reported Cohen's kappa values of .89 and .87 for the two studies they analyzed. These data provide 
evidence for interrater reliability of the FDCRS. 
Validity of the FDCRS 
Content validity of the FDCRS. The development of the FDCRS was based on its 
companion, the ECERS. The ECERS was developed by a panel of experts who rated each item on 
importance to child care and relevance to the scale (Harms & Clifford, 1989). Items in the FDCRS 
were similar to those of the ECERS, but were modified for assessing quality in family child care 
homes. The resemblance may imply that the FDCRS has similar strengths as the ECERS-R; 
however, it may also imply that it has similar limitations as the ECERS-R; for example, items or 
subscales are not weighted according to their importance to family child care quality (Kontos, et al., 
1994). Most of all, the resemblance of the two scales does not necessarily imply that the content 
validity of FDCRS is established. 
Concurrent Validity of the FDCRS. Goelman and his colleagues (Goelman & Pence, 
1987a, 1987b; Goelman et al., 1990) used the HOME (Caldwell & Bradley, 1979) and the Day Care 
Home Environment Rating Scale (an earlier version of the FDCRS) (DCHERS; Harms, Clifford, & 
Padan-Belkin, 1983) to examine the relationships between child care quality and caregivers' 
characteristics, family characteristics, as well as child outcome in the Victoria Projects. The strong 
correlations between scores of the two instruments indicated that the scales were measuring similar 
home features and were reflective of a fundamental construct of quality in the home environment (r = 
.34, p < .01). These findings suggested that the earlier version of the FDCRS had concurrent validity 
because it was correlated with other currently available measurements of child care quality. However, 
evidence for concurrent validity of the FDCRS is lacking. 
Predictive validity of the FDCRS. As predicted, children in higher quality family child care 
homes showed higher levels of language development, as assessed by the PPVT-R (Goelman & 
Pence, 1987a, 1987b; Kontos, 1994) and by the EOWPVT (Goelman & Pence, 1987a, 1987b). 
Children in higher quality family child care homes also demonstrated more competent play with 
caregivers, peers, and objects (Howes & Stewart, 1987) as assessed by the Howes and Stewart 
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cognitive play scale and Peer Play Scale. However, more educated parents tended to place their 
children in higher quality homes (Pence & Goelman, 1987). Therefore, without controlling for family 
characteristics (e.g., parental education), these studies failed to provide evidence that higher levels of 
language development resulted from the quality of the family child care home, rather than from the 
child's own home environment. More recent research evidence showed that after controlling for 
maternal education level and child's age, level of developmental^  appropriate activities as measured 
by the FDCRS was positively related to level of children's cognitive play and social play as measured 
by cognitive play scales and the Peer Play Scale, respectively (Kontos et al., 1994). However, to 
date, the impact of quality child care homes has not been examined longitudinally; therefore, there 
was no way to examine the predictive validity of the FDCRS, that is, whether the FDCRS scores 
taken at one time are correlated with an outcome criterion or a quality indicator that becomes 
available at a later time (Clifford, Harms, Pepper, & Stuart, 1992). 
Although the existing research does not provide sufficient evidence for the psychometric 
properties of the FDCRS, specifically the content validity and the predictive validity, for the purpose of 
the current research the FDCRS was deemed appropriate for assessing quality in family child care 
homes. Burchinal and her colleagues (Burchinal et al., 2002) reported factor analysis results indicated 
the FDCRS constitutes a single factor (or = .97) that represented their data; furthermore, the existing 
research evidence indicated that internal consistency of the FDCRS was consistently high. Therefore, 
a total score was created for data analyses in the present study. 
77;e Careg/ver /nferacf/on Sca/e fC/S; 7989/ 
The CIS was developed by Amett (1989) to define child care quality in terms of caregivers' 
behaviors. It is an assessment often used in conjunction with the Infant/Toddler Environment Rating 
Scale (ITERS; Harms, Cryer, & Clifford, 1990), the Early Childhood Environment Rating Scale-
Revised (ECERS-R; Harms, Clifford, & Cryer, 1998), and FDCRS to maximize the assessment of 
caregiver-child interactions. There are 26 items in the scale. Observers rated caregivers on 4-point 
Likert-type scales ranging from (1 ) not at all to (4) very much. The scale measures positive interaction 
(10 items), detachment (4 items), permissiveness (4 items), and punitiveness (8 items) in caregiver-
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child interactions. The positive interaction factor measures the degree of caregiver enthusiasm, the 
warmth of the caregiver's interaction with children, and the developmental appropriateness of her/his 
communication with children. The detachment factor measures the extent to which the caregiver is 
uninvolved with and uninterested in the children. The permissiveness factor reflects a lax approach to 
children's misbehavior. Finally, the punitiveness factor rates the caregiver for hostile, threatening, and 
harshly critical behavior toward children. In the present study, the total scores of the CIS were used in 
conjunction with the FDCRS to measure the process quality (i.e., caregiver-child interactions and 
caregivers' sensitivity) of family child care homes practices. 
Reliability of the CIS 
Internal consistency. The CIS has been widely used in studies to examine caregivers' 
sensitivity. For example, Burchinal and her colleagues (2002) analyzed data from two studies by 
dividing the CIS into two subscales: 1 ) the sensitivity scale which reflects warmth, attentiveness, and 
engagement of caregiver, and 2) the detachment scale which reflects the degree to which the 
caregiver was uninvolved and displayed low levels of interactions with children. They reported that 
the Cronbach's alpha value of the sensitivity subscale and detachment scale ranged from .91 to .93 
and .80 to .81, respectively. Peisner-Feinberg and her colleagues reported that psychometric 
analyses suggested a single factor most parsimoniously represented their data (a = .93). These 
results indicate that the CIS has pretty high internal consistency. 
Interrater reliability. Peisner-Feinberg and her colleagues (1997, 2001) reported that the 
interrater reliability ranged from .89 to .98 for each subscale (i.e., teacher sensitivity, harshness, 
detachment, and permissiveness) with median subscale scores from .92 to .95. Burchinal and her 
colleagues reported the interrater reliability ranged from .88 to .97 in the two studies they analyzed. 
These findings indicate that the CIS has consistently high interrater reliability. 
Validity of the CIS 
Content validity. Amett developed the CIS for his doctoral dissertation under the supervision 
of Sandra Scan", who has conducted numerous research studies concerning impact of child care 
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quality on child outcome. In addition, Ametfs dissertation had been approved by his doctorate 
committee; therefore, to some extent, the face validity of the CIS is established. 
Concurrent validity. Result evidence has shown that the CIS is related to other measures of 
child care quality and child outcomes (e.g., Burchinal et al., 2002; Peisner-Feinberg & Burchinal, 
1997; Peisner-Feinberg, Burchinal, Clifford, Culkin, Howes, Kagan, & Yazejian, 2001; Phillipsen, 
Burchinal, Howes, & Cryer, 1997; Whitebook et al., 1989). For example, Peisner-Feinberg and 
colleagues (Peisner-Feinberg & Burchinal, 1997; Peisner-Feinberg et al., 2001) conducted 
correlational analyses to examine longitudinal influences of child care quality on child outcomes over 
time (preschool, kindergarten, and second grade). They conducted inferential analyses using the 
hierarchical linear model (HLM) to estimate the extent of correlations among variables measured at 
different time. They reported that the CIS was correlated with the ECERS, the UCLA Early Childhood 
Observation Form (ECOF; Stipek, Daniels, Caluzzo, & Milbum, 1992); the correlation coefficients 
ranged from .74 to .91. Because the CIS is correlated with other currently available indicators of child 
care quality such as the ECERS and the UCLS Early Childhood Observation Form, the CIS appears 
to have concurrent validity. 
Predlctltlve validity. When examining longitudinal influences of child care quality on child 
outcomes overtime, Peisner-Feinberg and her colleagues (Peisner-Feinberg & Burchinal, 1997; 
Peisner-Feinberg et al., 2001 ) created a single composite index as one factor for statistical analyses, 
because there were high correlations among the CIS, the ECERS, and the UCLS ECOF (correlation 
coefficients ranged from .74 to .91 ). The composite index accounted for 68% of the total variance in 
child care quality. Furthermore, the composite index was related to children's academic achievement 
(e.g., math scores) and social skills after controlling for other factors (e.g., maternal education level) 
in second grade; these findings demonstrated predictive validity of the composite index. The facts 
that the composite index predicted child outcome in second grade and the CIS was highly correlated 
with other currently available indicators of child care quality (e.g., the ECERS and the UCLS ECOF) 
that were included in the composite index imply that the CIS has predictive validity. 
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Research evidence has shown that the CIS is a valuable measure for measuring caregivers' 
sensitivity in child care settings. Therefore, it is deemed appropriate to use the CIS in the present 
study. Peisner-Feinberg and her colleagues reported that result of psychometric analyses suggested 
a single factor most parsimoniously represented the four subscales as teacher sensitivity, 
detachment, permissiveness, and harshness in their study (a = .93). Furthermore, the existing 
research evidence indicates that the CIS has consistently high internal consistency. Therefore, in the 
present study, the total score of the CIS was used in the statistical analyses. 
Te/epAone Survey 
Researchers from Gallup and the Midwest Child Care Research Consortium prepared a 
survey consisting of items that predicted quality of care in past studies as well as workforce 
characteristics and conditions. There were 28 general questions, 8 demographic questions, and 1 
open-ended question. The criteria for selecting the Items were: 
1 ) whether they had been found to predict observed quality in previous studies; 2) whether 
they had been found to predict positive child outcomes in previous studies; 3) whether similar 
or related items had been found to predict observed quality or to predict child outcomes in 
previous studies; 4) whether items tapped into a feature of the labor force found to be 
predictive of trends or changes in other areas of the country; 5) whether state administrators 
in the Midwestern states had invested in a procedure (e.g., a type of training) or had initiated 
a policy in order to improve quality and the prevalence of the procedure or response to the 
policy could be addressed by the survey. (Hegland et al., 2002, p. 17) 
The /ndex 
Based on research studies discussed in the previous chapter, in the present study certain 
items were selected from the Telephone Survey to form a subset (see Appendix F). The subset was 
categorized into regulatable and non-regulatable categories. The regulatable category included 
compliance with the National Association of Family Child Care (NAFCC) recommended group size 
cutoff scores, caregivers' education, and caregivers' training. The non-regulatable categories included 
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caregivers' motivations, beliefs, experience, professionalism, and annual income. There were eight 
items in the regulatable category and 20 items in the non-regulatable category. 
An index was developed using the telephone survey subset (see Appendix F). Providers 
were credited for one point or zero point for each item to which they answered "yes" or "no," 
respectively. It was hypothesized that those providers who answered "yes" to more items were 
providing-higher quality care to the children they cared for. For statistical analysis purposes, the 
responses of each subcategory (i.e., if the family child care home was licensed/registered, caregivers' 
education, training, motivations, beliefs, experience, professionalism, and annual income) were 
summed and averaged. Correlation analyses and Cronbach's alpha reliability analyses were run; 
results of these statistical analyses were used to determine the inclusion of the items. 
The index consisted of three main categories: (1) the licensing status of family child care 
homes, (2) the regulatable index, and (3) the non-regulatable index. The licensing status included: 
licensed, registered, and non-licensed/non-registered family child care homes. The regulatable index 
included: (1) the NAFCC age-weighted group size, (2) caregivers' education, and (3) caregivers' 
training. The non-regulatable index included: (1) caregivers' wages, (2) caregivers' motivation, (3) 
caregivers' beliefs, and (4) caregivers' professionalism. 
L/cens/ng Sfafus of Fam//y CMd Care Home 
Information about the family child care home licensing was obtained through telephone 
surveys. The child care strata contained eight categories of family child care homes subsidy and non-
subsidy licensed family child care homes, subsidy and non-subsidy licensed family child care II 
(Nebraska only), subsidy and non-subsidy registered family child care homes (Kansas and Iowa 
only), subsidy approved/exempt/relative homes, and non-subsidy approved/exempt/relative homes 
(Missouri only). 
Regu/afab/e /ndex 
Group 5/ze. To take both children's ages and the number of children into account, group size 
in family child care homes of this study was calculated using the NAFCC-recommended age-
weighted group size system (i.e., each child under two years of age is assigned 33 points; each two-
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year old is assigned 25 points, each child aged three to six is assigned 16 points, and each child over 
age six is assigned 10 points). Two items were created for the index: 100 points for small family child 
care homes and 175 points for joint-family child care homes (Modigliani & Bromer, 1997). 
Caregivers' Education. Information about the caregivers' education was obtained from the 
telephone surveys for the following education levels: (1 ) less than high school, (2) high school or GEO 
completed, (3) some training or education beyond high school, (4) one-year child development 
program, (5) two-year college degree, (6) four-year college degree, and (7) graduate courses or 
degree. An item for caregivers' education level was created for the index. Caregivers' certification 
(i.e., if they had teaching certification from their states, Child Development Associate (CDA 
credential), Montessori, Parents as Teachers, and Childnet) was included as an item under 
education. 
Caregivers' Speciaiized Training. Information about the caregivers' hours of completion of 
specialized training for the previous year was obtained through telephone surveys. Indices were 
created for 10 hours, 20 hours, and 30 hours of child care-related training received from January 
through December 2000. The other three items in this category were CPR and first aid training within 
the past two years and whether or not the family child care providers participated in the Child and 
Adult Care Food Program (CACFP). 
Aionregu/afabie MarfaA/es 
Caregivers'Afofivafion. Caregivers' motivation was examined in terms of the caregivers' 
perceptions of their jobs; in particular, whether or not they perceived family child care as a 
"profession," "stepping stone," "personal calling," "job with a paycheck," and "job while children are 
young," or "to help out someone." Additionally, their plans for staying in family child care profession 
were also included (i.e., if they planned to stay for two years of more in family child care and if they 
would have chosen work other than family child care) for statistical analyses. 
Caregivers' Wages. In centers, wages were considered regulatable, as the lowest wages 
were regulated by minimum wage standard; on the other hand, in family child care, wages were 
considered non-regulatable because the family child care providers charge per child. Their wages 
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depended on how much they charge for each child hourly, daily, weekly, or monthly. In this study, the 
median of annual wages of family child care homes was used to create an index for statistical 
analysis. 
Caregivers' Be//efs. Caregivers' beliefs were examined in terms of the caregivers' practices 
that reflected their beliefs in child development. Items included were: (1) whether the caregivers 
greeted each parent and child and exchange information each day, (2) whether the caregivers talked 
formally with each parent about his or her child's development at least annually, (3) whether the 
caregivers provided picture book experience for every child, (4) whether the caregivers had areas set 
up to encourage different forms of learning and play, (5) whether the caregivers good indoor and 
outdoor space for children, (6) whether children had daily access to a good supply of toys and 
materials in their homes, and (7) whether the caregivers were left alone with too many children at 
least twice a week. 
Caregivers' Experience. Information about caregivers' years of experience In providing care 
to young children was obtained from the telephone surveys. Caregivers' experience was measured in 
terms of the number of years they had been providing care for children since they were 18: (1) 
whether they had been caring for children for less than six months, (2) whether they had been caring 
for children for more than two years but less than five years, and (3) whether they had been caring for 
children for more than five years. 
Caregivers' Profess/onai/sm. Information about caregivers' professionalism was obtained 
from the telephone surveys. Professionalism was defined as whether or not the family child care 
providers belong to any professional organizations such as the National Association for the Education 
of Young Children (NAEYC) or the National Association for Family Child Care (NAFCC), and if the 
family child home was accredited by NAFCC. 
Med/afors and Moderators 
According to Baron and Kenny (1986), a moderator is described as a preexisting variable that 
functions as an independent variable at the same level as a predictor variable. A moderator has an 
effect on the direction and/or strength of the relationship between an independent variable and a 
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dependent variable. For example, a child's age may function as a moderator when one investigates 
the relationship between group size and child outcomes. In contrast, Baron and Kenny (1986) 
described a mediator as a variable that interposes the independent and dependent variables, 
accounting for how or why the effect of the independent variable on the dependent variable occurs. In 
a regression analysis, the significant correlations between an independent variable and a dependent 
variable decrease when the mediator is entered into the regression model. The reduction in 
relationship between the independent and dependent variable indicates that the mediator is 
influential; however, it is neither a sufficient nor a necessary condition for the effect to occur (Baron & 
Kenny, 1986). For example, caregivers' education level and specialized training (i.e., regulatable 
index) may lead to caregivers' child-centered beliefs, motivation, and professionalism (e.g., non-
regulatable index), and the non-regulatable index, in turn, leads to a higher quality of care provided. 
In this example, the non-regulatable index may have functioned as a mediator. 
If the non-regulatable index is a mediating variable between the regulatable index and quality 
of family child care, as the Clarke-Stewart et al. (2002) study has shown, it is important to Identify the 
specific factor that acts as a mediator and investigate how a potential mediating variable influences 
the relationship between the licensing status as well as the regulatable index of family child care and 
quality in family child care homes. As stated earlier, caregivers' education and training might promote 
caregivers' child-centered beliefs, and their beliefs, in turn, might promote to higher quality care and 
caregiving behaviors. Therefore, it is important to identify whether or not the non-regulatable index 
functioned as a mediator, to assist decision makers in designing regulations for family child care 
homes and to guide intervention that, in turn, help promote quality of family child care homes. 
Procedure 
Approval to conduct the study was obtained from the Iowa State University Human Subjects 
Research Committee. Informed consent was obtained from the participating parents and caregivers 
from family child care homes prior to data collection. The research teams obtained files of providers 
from the child care division of each state as the population from which to select the random sample. 
Both state regulatory agencies and child care resource and referral agencies contributed to maximize 
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the number of providers who could be contacted by telephone. After the population was defined, 
information about the study was sent to the providers through newsletters published by state child 
care and education divisions, professional organizations, and resource and referral agencies. A 
sampling list of five times the number of providers required to fill each stratification cell was drawn. 
The providers then were sent a letter to notify them that Gallup could call them for a telephone 
interview, and the letter also encouraged providers to participate in the survey. Providers were 
selected randomly from the sample files; telephone interviews (average length was 12 to 15 minutes) 
were completed from April through August of 2001. Consent was obtained for follow-up observation 
from 134 family child care providers. A 20-dollar gift card for Wal-Mart was given to each child care 
provider following the observation. 
/nfenafer Re/faM/My 
The trainer model that was established consisted of two individuals from each participating 
state served as "gold standard" observers. These eight individuals were trained to use the FDCRS 
and the CIS reliably. They were responsible for achieving cross-state interrater reliability, coordinating 
observer training, and monitoring of inter-rater reliability within their respective states. Interrater 
reliability across states was established. On-site observation training sessions were completed in 
family childcare homes. During the training, trainers (who was reliable on the instrument) and trainees 
observed in the same setting and rated the setting on the instrument independently. Each individual 
trainee' scores were compared to the trainer's scores. Each observer was required to reach 
agreement of 80% for exact interrater reliability and 85% for within-one-point inter-rater reliability to 
be certified for data collection. An individual observer was required to meet the interrater reliability 
standard separately for each instrument; for this study these included the FDCRS and the CIS. 
Throughout the data collection period, observers were paired for interrater reliability checks; 
reliability check was done within every six observations made with a particular instrument (e.g., 
ECERS, ITERS, and FDCRS) or at least every six months; retraining was provided every three 
months. The "gold standard" observers within each state monitored interrater agreement rates, and 
high standards of inter-rater reliability were ensured. 
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The fndex 
A total of 16 questions (see Appendix E.) were selected from the telephone survey based on 
previous research findings. An index was created using those 16 questions as items. The index 
included three categories: licensing status of family child care home (FCCH), regulatable, and non-
regulatable Index. The regulatable index consisted of (1) compliance with the NAFCC age-weighted 
group size cutoff scores, (2) caregivers' education, (3) certificates, and (4) caregivers' specialized 
training. The non-regulatable index included caregivers' (1) annual income, (2) motivation, (3) beliefs, 
(4) years of experience, and (5) whether or not they were members of NAEYC and/or NAFCC. (See 
Appendix F for frequency distribution.) An item was included in the index based on two criteria: (1) if 
the responses to the item were significantly correlated with the FDCRS scores, and/or (2) the item-
total correlation to the entire index was larger than .2. An individual item was eliminated from the 
index if the item-total correlation of the Cronbach's alpha analysis was smaller than .20 even if it was 
correlated to the FDCRS. In contrast, if an item was not significantly related to the FDCRS but its 
item-total correlations were larger than .2, it was included in the index. The Cronbach's alpha value of 
the total scale was .74 (/V = 875,16 items) (.71, n = 118,16 items). See Appendix G for more details. 
Ucensmg Sfafus 
Based on the child care strata from the telephone survey, the licensing status of family child 
care home licensing status was used as a cutoff point and used as an item in the index. The status of 
each family child care home was recoded according to its licensing/registration status. Later, the 
family child care homes were categorized into licensed, registered, and non-registered/non-licensed 
(see Table 3) for examining the relationship between the licensing status and the FDCRS in terms of 
poor (1 to 2.99), mediocre (3 to 4.99), and good (5 to 7) quality care using crosstabulations. 
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Table 3 
Distribution of family child care homes licensing status 
Typed of care Iowa Kansas Missouri Nebraska Total 
17 ? % ÂT ? % Â? ? % ÂT ? % Â? ? 
Licensed Ô Ô 0.0 159 34 21.4 135 30 22.2 208 24 11.5 502 88 17.5 
Registered 159 24 15.1 133 8 6.0 0 0 0.0 0 0 0.0 292 32 11.0 
Non-regulated 75 2 2.7 61 1 1.6 64 3 4.7 64 8 12.5 264 14 5.3 
Total 1058 134 
A/ofe. * /V = telephone interview data; * n =number of family child care homes that were followed up with 
observations. 
Group Size and Caregiver-Ciwid Ratios 
Originally, group size and caregiver-child ratios were included in the index; the NAFCC 
recommended cutoff scores (100 points for small family child care homes and 175 points for large 
family child care homes) were used as criteria for determining whether providers were compliant with 
the NAFCC guidelines. The NAFCC age-weighted group size system was designed to obtain group 
size for the observed family child care home when the numbers of children present as well as the age 
of each child in that home were obtained simultaneously during observations. In this study, although 
the telephone survey obtained age of each child in each family child care home, because observers 
did not obtain the age of each child of the groups during observations, age-weighted group size 
recommended by the NAFCC could not be calculated. Therefore, group size and caregiver-child 
ratios were eliminated from the index and statistical analyses. 
Caregivers' Education 
The caregivers' highest education levels were recoded according to the following categories: 
(1) less than high school, (2) high school or GED completed, (3) some training or education beyond 
high school, (4) one year child development program, (5) two-year college degree, (6) four-year 
college degree, and (7) or graduate courses or degree. The results of correlation analyses indicated 
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there were positive and statistically significant correlations between caregivers who had completed a 
one-year child development program and the CIS average score as well as the FDCRS average 
scores (without supplementary items). Therefore, education with at least one year in a child 
development program was used as the cutoff point for the index. 
Having any certificates for teaching, Montessori, Parent as Teacher, Childnet, or CDA 
credentials was considered another aspect of education. The frequency distribution of having each 
certificate as shown in Table 4 was not a normal distribution. Only having a CDA credential was 
correlated positively and significantly with the FDCRS scores. Furthermore, the item-total correlation 
of each certificate with the entire index was below .02. Therefore, these items were combined as one. 
Scores on the combined item (i.e., whether the providers had any of the certificates) were correlated 
with scores on the FDCRS. Therefore, the item "having any certificate" was used as a criterion for 
creating an index for caregivers' certification. (See Table 4.) The two items were summed and 
averaged to be used in the regression analyses to examine effects of education in the relationship 
between the caregivers' experience and the FDCRS as well as the CIS scores. 
Table 4. Frequencies of types of certificates 
Types of certificate Frequencies 
(Percentage) 
Correlations 
CIS FDCRS 
Teaching certificate 61 (5.8%) -.03 .13 
CDA 93 (8.8%) .17 .32" 
Montessori 15(1.4%) -.07 -.01 
Parent as Teachers 55 (5.2%) -.02 .06 
Childnet 29 (2.7%) -.06 -.05 
Having any certificate 194(18.3%) .12 .25" 
" p < 0 . 0 1 .  
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Careg/yers' Spec/a//zed Tra/n/ng 
Family child care providers' hours of specialized training completed from January through 
December 2000 at the time of the survey, their first aid training, their CPR training, and if they 
participated in the Child and Adult Care Food Program (CACFP) were considered specialized 
training. The training hours ranged from 0 to 500 hours for the family child care providers. Various 
one-way analyses of variance were conducted to evaluate the relationships between training hours 
and the change in the FDCRS scores. An ANOVA was conducted to evaluate the differences 
between no training, one to nine hours of training, and 10 to 19 hours of training. The ANOVA was 
significant ( F = 8.79, p < .001 ). (See Table 5.) The standard deviations ranged from 1.01 to 1.29, and 
the variance ranged from 1.02 to 1.66. The Levene's test was not significant, indicating that the 
variance did not violate the homogeneity assumption. Therefore, Post Hoc comparisons were 
conducted. The Post Hoc tests indicated that there was no significant difference between no training 
and one to nine hours training, but there were significant differences between ten hours or more 
hours of training and no training as well as below 10 hours of training. Therefore, 10 hours of training 
was used as the cutoff point to create an index. The cutoff point of training also was used in the 
regression analyses to examine the effects of training on the relationship between the caregivers' 
experience and the FDCRS as well as the CIS scores. 
Table 5 
Differences among groups on training hours in FDCRS Scores 
Training Hours M SD Zero hours One to nine hours 
Zero hours 3.05 1.01 NS 
One to nine hours 3.50 1.11 NS 
10 through 500 hours 4.48 1.25 * * 
Total 4.27 1.29 
/Vofe. NS = no significant differences between pairs of mean, while an asterisk (*) = significance using the 
Dunnett's C Procedure. 
57 
Careg/vers' Afoffyaffon 
Caregivers' motivation was examined in terms of whether they perceived family child care as 
a (1) profession (2) stepping stone, (3) personal calling, (4) job with a paycheck, (5) job while children 
are young, (6) job for helping out someone, and (7) commitment to stay for two years or more in 
family child care. "Whether they would have chosen work other than family child care" also was 
included in this category (item 8). Family child care providers responded to a Likert-type scale that 
ranged from (5) strongly agree to (1) strongly disagree for these items. Their responses were recoded 
into indices; items four, five, six, and eight were reverse coded. The mean and mode of their 
responses were five for the items. Therefore, responses one through four of each item were recoded 
as zero and response five was recoded as one. For the reverse-coded items, responses one through 
four were coded as one and response five was coded as zero. If they refused to respond or 
responded with "don't know" to any item, that individual response was treated as a missing value. An 
individual item was eliminated from the index if its item-total correlation to the entire index in the 
Cronbach's alpha analysis was smaller than .20. As a consequence, only the variables (1) if they 
perceive family child care as a profession, (2) If they perceive family child care as a personal calling, 
(3) if they planned to stay for two years or more in family child care, and (4) if they would have chosen 
work other than family child care were included in the index. 
Caregivers' Wages 
The caregivers' annual income was examined using descriptive statistics. The median of the 
caregivers' annual income was used as the cutoff point because it was less sensitive to extreme 
values. Therefore, annual income below $12,500 was used in the index to maximize discrimination 
between groups. 
Caregivers' Be//efs 
There were eight items in the category of Caregivers' Beliefs: (1 ) whether the caregivers 
greeted each parent and child and exchange information each day, (2) whether the caregivers 
provided picture book experience for every child, (3) whether the caregivers talked formally with each 
parent about their child's development at least annually, (4) whether the caregivers had areas set up 
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to encourage different forms of learning and play, (5) whether the caregivers had good indoor space 
for children, (6) whether they had good outdoor space for children, (7) whether children had daily 
access to a good supply of toys and materials in their homes, and (8) whether the caregivers were left 
alone with too many children at least twice a week. For each item, family child care providers 
responded to a Likert-type scale ranging from (5) strongly agree to (1 ) strongly disagree. Their 
responses were recoded, with item eight reverse coded. The mean and mode of their responses for 
the items were five. In order to maximize variance, responses one through four were recoded as zero 
and response five was recoded as one. For the reverse-coded items, responses one through four 
were coded as one and response five was coded as zero. If a provider refused to respond or 
responded with "don't know" to any item, that response was treated as a missing value. An individual 
item was eliminated from the index if its item-total correlation with the entire index in the Cronbach's 
alpha analysis was smaller than .20. Therefore, only the items "provide picture book experience for 
every child," and "areas set up to encourage different forms of learning and play" were included in the 
index. 
Caregivers' Experience 
Two items were created from caregivers' years of experience in providing care to young 
children since they were 18 years old: (1 ) whether they had cared for children for more than two years 
but less than five years, and (2) whether they had cared for children for more than five years. Both 
were not correlated with quality of care measured using the FDCRS. However, the item-total 
correlation from the Cronbach's alpha for experience less than five years was above .2; therefore, 
experience for more than five years was included in the index. 
Caregivers' Aoiess/onaiism 
The providers' professionalism included the family child care providers' organization 
memberships, such as the National Association for the Education of Young Children (NAEYC) and 
the National Association for Family Child Care (NAFCC). The frequencies of each membership were 
very low. Correlation analyses indicated that only belonging to NAEYC and NAFCC were correlated 
positively and significantly to the quality of care; therefore, these two items were combined and an 
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index was created if the caregivers belong to either NAEYC or NAFCC. Only one family childcare 
home was accredited by the NAFCC. Therefore, accreditation was eliminated from the index. 
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CHAPTER 4. RESULTS 
It was predicted that the index (see APPENDIX F) derived from a telephone survey would be 
related to quality in family child care homes as measured using the Family Day Care Rating Scale 
(FDCRS) and the (Caregiver Interaction Scare) CIS. A correlation analysis was run (see table 6) to 
examine the relationships between the index and the two quality scores — the FDCRS and the CIS 
scores. In support of the prediction, the entire index was significantly related to the FDCRS scores (r 
= .51, p < .007) and the CIS score (r= .34, p < .001) (see Table 6). The results showed that the index 
accounted for 26.32% of the variance in quality in family child care homes measured by the FDCRS 
and 11.63% of the variance in the CIS scores. 
Table 6 
Correlations between the Index, the FDCRS Scores, and the CIS Scores 
FDCRS (n= 134) CIS (n = 132) 
Index .51" .34" 
A/ofe. ** p < .001. 
To aid use of the Index and FDCRS for public policy and consumers, the index was 
categorized into three levels: (1 ) poor (zero through five points), (2) mediocre (six through ten points), 
and (3) good (11 through 16 points). These three levels were used to examine the relationship 
between the index and levels of quality on the FDCRS. An ANOVA analysis was conducted to 
examine the relationship between the index and the FDCRS. The test was significant (F = 18.05, p < 
.001) (see Table 7.) The standard deviations ranged from .52 to 1.30. The Levene's test was not 
significant, indicating that the variance did not violate the homogeneity assumption. Therefore, Post 
Hoc comparisons were conducted. The Post Hoc tests indicated that there were significant 
differences among the three levels of index on the FDCRS scores. 
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Table 7 
Differences among groups on index levels in FDCRS Scores 
Index M SD 0-5 points 10-11 points 
0- 5 
6 - 1 0  
1 1 - 1 6  
Total 
/Vofe. An asterisk (*) = significance using the Dunnett's C Procedure. 
2.64 .52 
3.87 1.21 
4.83 1.16 
4.28 1.30 
To aid use of the index and FDCRS for public policy and consumers, the FDCRS scores 
were categorized into three levels: (1) poor (scores 1 through 2.99, (2) mediocre (scores 3 through 
4.99), and (3) good (scores 5 through 7). A three-by-three chi-square analysis was conducted to 
examine the relationship between the three index levels and the FDCRS levels. The two variables 
were significantly related (n = 134, Pearson = 23.79, p < .001, Cramer's V = .30) (see Table 8). 
Table 8 
Results for the three-by-three chi-square comparisons for the index and the FDCRS Levels 
FDCRS INDEX 
0 to 5 points 6 to 10 points 11 to 16 points Total 
Poor (1 to 2.99) 5 (71.4%) 16 (26.2%) 8 (12.1%) 29 (21.6%) 
Mediocre (3 to 4.99) 2 (28.6%) 33 (54.1%) 26 (39.4%) 61 (45.5%) 
Good (5 to 7) 0 (0.0) 12 (19.7%) 32 (48.5%) 44 (32.8%) 
Total 7(100.0%) 61(100.0%) 66(100.0%) 134(100.0%) 
A/ofe. n = 134, Pearson = 23.79, p < .001, Cramer's V = .30. 
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The results showed a majority of the providers who were at level three on the index (i.e., 
good) primarily provided good-quality child care (n = 32,48.5%); only 8 (12.1%) of them provided 
poor quality care. A majority of the providers who were at level one (poor) on the index primarily 
provided poor-child care (/? = 5, 71.4%); none of them provided good-quality care. No providers with 
fewer than six points on the index were providing good care; only eight providers with more than 10 
points were providing poor-quality care. Therefore, the index levels discriminated between good- and 
poor-quality family child care. Furthermore, the results showed that 52.24% of the family child care 
homes were classified correctly. 
The second prediction was that the relationship between licensing status as well as 
regulatable index and quality in family child care homes, as measured by the FDCRS and CIS, would 
be mediated by the non-regulatable index (i.e., caregivers' beliefs, motivation, professionalism, and 
annual income). To examine the function of the non-regulatable index, the index was first categorized 
into four subscales: (1) family child care licensing status (i.e., licensed only), (2) the regulatable index, 
and (3) the non-regulatable index. Then, a series of multiple regression analyses were run. In the first 
multiple regression analysis, all the subscales of the index were entered together; the model 
explained 33% of the variance in quality as measured by the FDCRS (p < .01 ) and 13% of the 
variance in quality as measured by the CIS (p < .01) (see Table 9 and Table 10). 
Table 9 
Summary of multiple regression analysis for the index subscale to predict the FDCRS scores (n = 
134) 
Variable 8 SE 8 p F df p 
X33 21.37 Ï3Ô <.001 
Licensed FCCH .72 .21 .26 .001 
Regulatable index 1.92 .41 .36 <.001 
Nonregulatable index .87 .42 .16 .038 
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Table 10 
Summary of multiple regression analysis for the index subscale to predict the CIS Scores (n = 134) 
Variable 8 SÊ8 p F ^ p^ 
M3 &56 Ï28 <.001 
Licensed FCCH .09 .09 .09 .311 
Regulatable index .53 .17 .27 .002 
Nonregulatable index .25 .17 .12 .147 
A series of hierarchical regression analyses were conducted to examine the function of the 
non-regulatable index. In the first regression analysis, the licensing status and regulatable index were 
entered together and then the non-regulatable index was entered in the second step. In partial 
support of the hypothesis, when the licensing status and the regulatable index were entered together, 
they accounted for 30.8% and 11.9% of the variance In the FDCRS and the CIS, respectively (see 
Table 11 and Table 12). When the non-regulated index was entered into the regression analyses, it 
accounted for an additional 2% of variance in predicting the FDCRS scores. However, the 
significance of the relationship between the licensing status of the family child care homes and the 
FDCRS remained (p < 0.05) (see Table 11). Therefore, the non-regulated index partially mediates the 
relationship between licensing status and the FDCRS scores statistically. Based on the results, the 
non-regulatable index appeared to offer a small amount of predictive power beyond that contributed 
by licensing status of the family child care homes and the regulatable index. 
When the non-regulated index was entered into the regression analyses, the additional 
variance (1.4%) accounted for the CIS scores was not statistically significant. Therefore, the non-
regulatable index did not function as a mediator in the relationship between the licensing/registration 
and the CIS scores (see Table 12). Based on the results, the non-regulatable index appeared to offer 
no predictive power beyond that contributed by the licensing status of the family child care homes and 
the regulatable index. 
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Table 11 
Summary of hierarchical regression analysis testing for a mediating variable to predict the FDCRS 
Scores (n = 134) 
Variable 8 SE 8 8 P 
Step 1 
Licensed FCCH .80 .21 .29 <.001 
Regulatable index 2.02 .41 .38 <.001 
Step 2 
Licensed FCCH .72 .21 .26 .001 
Regulatable index 1.92 .41 .36 <.001 
Nonregulatable index .87 .42 .16 .038 
Nofe. = .308 for Step 1 (F = 29.11 ; df= 
.038). 
2,131;p< .001); = .023 for Step 2 (FA = 4.38; d f=  1,130; p  =  
Table 12 
Summary of hierarchical regression analysis testing for a mediating variable to predict the CIS scores 
(n = 134) 
Variable 8 SE 8 /? P 
Step 1 
Licensed FCCH .12 .09 .12 .193 
Regulatable index .56 .17 .29 .001 
Step 2 
Licensed FCCH .09 .09 .09 .311 
Regulatable index .53 .17 .27 .002 
Nonregulatable index .25 .17 .12 .147 
Nofe. = .119 for Step 1 (F= 8.70; df= 2,129; p <.001 ); = .014 for Step 2 (Fd = 2.13, df = 1,128; p = .147). 
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Another series of hierarchical regression analysis was conducted with licensing status as the 
predictor variable. Supporting our hypothesis, when the non-regulated index was entered into the 
regression analysis, it accounted for an additional 4% of the variance in predicting the FDCRS 
scores, which was statistically significant (p = .015) (see Table 13). Therefore, the non-regulated 
index offered an additional predictive power to the FDCRS model, and it partially mediated the 
relationship between licensing status and quality, as measured by the FDCRS scores. 
Table 13 
Summary of hierarchical regression analysis testing for a mediating variable to predict the FDCRS 
scores (n = 134) 
Variable 6 SE 8 P P 
Step 1 
Licensed FCCH 1.16 .22 .43 <.001 
Step 2 
Licensed FCCH 1.04 .22 .38 <001 
Non-regulatable index 1.10 .45 .20 .015 
Nofe. = .181 for Step 1 (F = 29.16; df = 1,132; p <.001 ); fAs = .036 for Step 2 (F4 = 6.08; df= 1,131 ; p = 
.015). 
A hierarchical regression was conducted to test whether the non-regulatable index functioned 
as a mediator in predicting the CIS using the licensing status. The regression results showed that the 
licensing status of family child care homes were significantly predictive of the CIS scores (p = .013) 
(see Table 14). When the non-regulated index was entered into the regression analyses, it did not 
account for a statistically significant additional variance in predicting the CIS scores. Therefore, the 
non-regulated index did not mediate the relationship between licensing status and quality, as 
measured by the CIS scores. 
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Table 14 
Summary of hierarchical regression analysis testing for a mediating variable to predict the CIS scores 
(n = 134). 
Variable B SEB P 
Step 1 
Licensed FCCH .22 .09 .22 .013 
Step 2 
Licensed FCCH .18 .09 .18 .041 
Non-regulatable index .31 .18 .15 .086 
A/ofe. = .046 for Step 1 (F = 6.33; df= 1,130; p = .013); = .022 for Step 2 (F4 = 3.00; df= 1,129; p = 
.086). 
Another series of hierarchical regression analyses were conducted to examine whether the 
non-regulated index mediates the regulated index in predicting the FDCRS and the CIS scores. When 
the non-regulated index was entered into the regression analysis in the second step, it accounted for 
an additional 3.9% of the variance in predicting the FDCRS scores. However, after controlling for the 
variance accounted for by the regulatable index, the relationship between regulated index and the 
FDCRS remained statistically significant (see Table 15). Therefore, the non-regulated index did not 
mediate the relationship between the FDCRS scores and the regulated index. 
When the non-regulated index was entered into the regression analysis in the second step, it 
accounted for an additional 1.9% of the variance in predicting the CIS scores. The relationship 
between the regulated index and the CIS was not statistically significant (see Table 16). Therefore, 
the non-regulated index did not function as a mediator in the relationship between the CIS scores and 
the regulated index. 
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Table 15 
Summary of hierarchical regression analysis testing for a mediating variable to predict variance in the 
FDCRS scores for regulated index (n = 134). 
Variable B SEB P 
Step 1 
Regulatable index 2.57 .41 .48 <.001 
Step 2 
Regulatable index 2.37 .40 .44 <.001 
Non-regulatable index 1.13 .43 .20 .009 
/Vofe. .233 for Step 1 (F = 40.03; df= 1,132; p < .001); = .039 for Step 2 (FA = 7.09, df= 1,131; p = 
.009). 
Table 16 
Summary of hierarchical regression analysis testing for a mediating variable to predict variance in the 
CIS scores (n= 134). 
Variable B SEB P 
Step 1 
Regulated .64 .16 .33 <.001 
Step 2 
Regulated index .59 .16 .30 <.001 
Non-regulated index .29 .17 .14 .096 
Nofe. # = .107 for step 1 (F = 15.61, df= 1,130; p < .001); fAl = .019 for Step 2 (F4 = 2.82; df = 1,129; p = 
.096). 
To examine the relationship between the licensing status and the FDCRS, the family child 
care homes were categorized into three groups: (1) licensed, (2) registered, and (3) neither licensed 
nor registered. A chi-square analysis was conducted to examine the relationship between the 
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licensing status and the FDCRS levels as expressed in terms of: (1 ) poor (1 through 2.99), (2) 
mediocre (3 through 4.99), and (3) good (5 through 7). The two variables were significantly related (n 
= 134, Pearson %^ = 26.35, p < .001, Cramer's V = .31) (see Table 17). The results indicated only one 
(7.1%) non-licensed family child care home was of good quality; only eight (9.1%) licensed family 
child care homes offered poor quality care. 
Table 17 
Results for the three by three Chi-square Comparisons for the Index and FDCRS levels 
FDCRS Licensing Status 
Nonlicensed/registered Registered Licensed Total 
Poor (1 to 2.99) 6 (42.9%) 15 (46.9%) 8 (9.1%) 29 (21.6%) 
Mediocre (3 to 4.99) 7 (50.0%) 10 (31.3%) 44 (50.0%) 62 (45.5) 
Good (5 to 7) 1 (7.1%) 7 (21.9%) 36 (40.9%) 44 (32.8%) 
Total 14(100.0%) 32 (100.0%) 88 (100.0%) 134(100.0%) 
Note, n = 134, Pearson %2 = 26.35, p < .001, Cramer's V = .31. 
Another series of hierarchical regression analyses were run to examine whether the 
education and specialized training mediated the providers' experience in predicting the FDCRS and 
the CIS scores. When the caregivers' experience was entered into the regression analysis, it 
accounted for 1.6% of the variance in predicting the FDCRS scores. After controlling for the variance 
accounted for by education and specialized training, the relationship between experience and the 
FDCRS became statistically significant (see Table 18). The caregivers' education and their 
specialized training together explained an additional 23% of the variance in the FDCRS score. 
Therefore, the caregivers' education and specialized training mediated the relationship between the 
FDCRS scores and the caregivers' experience. 
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Table 18 
Summary of hierarchical regression analysis testing for a mediating variable to predict variance in 
FDCRS scores for caregivers' experience (n = 134). 
Variable 6 SE 8 P 
Step 1 
Experience .36 .25 .13 .150 
Step 2 
Experience .31 .22 .11 .159 
Education 1.10 .31 .28 <.001 
Specialized training 1.47 .36 .32 <.001 
Nofe. = .02 for Step 1 (F = 2.09; df= 1,132, p = .150); = .23 for Step 2 (F4 = 20.02; df = 2, 130; p< 
.001). 
When the caregivers' experience was entered into the regression analysis, it accounted for 
1.5% of the variance in predicting the CIS scores. After controlling for the variance accounted for by 
education and specialized training, the relationship between experience and the CIS became 
statistically significant (see Table 19). The caregivers' education and their specialized training 
together explained an additional 12% of the variance in the CIS score. Therefore, the caregivers' 
education and specialized training mediated the relationship between the CIS scores and the 
caregivers' experience. 
To examine the relationship between the professional membership (I.e., NAEYC and 
NAFCC) and the FDCRS levels, a chi-square analysis was conducted. The results showed that 
providers who provided good-quality care were more likely to belong to the NAEYC or the NAFCC (n 
= 134, Pearson %^= 13.62, p = .001, Cramer's V = .32) (see Table 20). The results indicated only one 
out of 28 (3.6%) providers who provided poor quality belonged to either the NAEYC or the NAFCC. In 
contrast, 17 (38.6%) providers who provided good quality care belonged to either the NAEYC or the 
NAFCC. 
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Table 19 
Summary of hierarchical regression analysis testing for a mediating variable to predict variance in the 
CIS for caregivers' experience (n = 134). 
Variable G SEB 0 P 
Step 1 
Experience .13 .09 .12 .162 
Step 2 
Experience .12 .09 .12 .162 
Education .17 .12 .12 .178 
Specialized training .46 .14 .27 .002 
Nofe. = .02 for Step 1 (F = 1.98; <#= 1,130; p = .162); = .11 for Step 2 (F/l = 7.71; df = 2, 128; p < .001). 
Table 20 
Results for the three by three Chi-square comparisons for the membership and FDCRS levels 
FDCRS NAEYC or NAFCC Member 
No Yes Total 
Poor (1 to 2.99) 28 (26.7%) 1 (3.5%) 29 (21.6%) 
Mediocre (3 to 4.99) 50 (47.6%) 11 (37.9%) 61 (45.5) 
Good (5 to 7) 27 (25.7%) 17 (58.6%) 44 (32.8%) 
Total 105(100.0%) 29(100.0%) 134(100.0%) 
Nofe. n = 134, Pearson = 13.62, p = .001, Cramer's V = .32. 
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CHAPTER 5. DISCUSSION AND CONCLUSIONS 
The importance of understanding the factors that influence quality in family child care homes 
led to the present study that explored the relationships between licensing status, regulatable, non-
regulatable characteristics, and the quality of family child care homes as measured by using the 
FDCRS and the CIS. One hundred and thirty four (134) family child care providers were observed 
following a telephone interview (/V = 1,058). Their responses to the selected telephone survey 
questions were used to establish an index for examining the relationships. 
The first prediction was that the index would be related to quality in family child care homes 
as measured by the FDCRS and the CIS scores. Statistical results indicated that the established 
index was correlated with both the FDCRS and the CIS scores. The results indicated that the family 
child care providers who scored higher on the index were more likely to provide better-quality care. 
The results indicated that the index could be used as a guide for policy makers when making 
decisions for regulations for family child care homes and as a screening tool for parents when 
choosing a family child care home for their children 
Furthermore, when the index was divided into three levels: (1 ) zero to five points, (2) six to 
ten points, and (3) 11 to 16 points — the results of ANOVA and chi-square analyses also indicated 
that the index was a fairly good indicator of quality as measured by the FDCRS, measured both 
continuously and as three quality levels of poor, mediocre, and good care. The index predicted 
26.32% and 11.63% of the variance in quality among family child care homes as measured using the 
FDCRS and the CIS. Furthermore, the index accurately classified 52.24% of the family child care 
homes in terms of the three FDCRS levels: poor, mediocre, and good. The results indicated that the 
index could be used as a guide for parents to narrow their choices for family child care providers; on-
site verification would be needed. The findings were not as powerful as the Holloway study (2000), in 
which the 25 telephone interview items explained 49% of the variance in the total FDCRS score. 
Their long form of telephone survey correctly classified 90.63% of the family child care homes while 
the short form correctly classified 84.42% of the family child care homes in terms of the three FDCRS 
72 
levels: poor, mediocre, or developmentally appropriate. The different findings could be due to several 
reasons. 
The Holloway study used the Berkeley-Yale Telephone Interview for Family Child-Care 
Provider (BYTI-F) developed by the researchers based on process items (e.g., interactions during 
arrivals/departure, meals, reading, and activities) from the FDCRS and the ECERS-R. In contrast, the 
telephone survey used in the Midwestern research consortium was developed based on previous 
research findings on structural characteristics such as training and experience. The questions 
included in the telephone survey were factors (or related factors) that had been found to predict 
positive child outcomes and observed quality or trends/changes in other areas of the country. 
Therefore, unlike the Holloway study, the items in the telephone survey in the present study did not 
match with the observational items used (i.e., the FDCRS and the CIS). Hence, the differences in 
predictive power may have been due to the different ways the telephone surveys were developed and 
the different variables selected. 
The Berkeley-Yale Telephone Interview for Family Child-Care Provider (BYTI-F) requires a 
longer interview (30 minutes), while the telephone survey used by the Midwestern research 
consortium requires 10 to 12 minutes to complete. The difference indicated that data in the Holloway 
study contained more items and variables. In contrast, the present study used selective questions 
from the telephone survey to create the index. Therefore, the predictive power could have been 
restricted and reduced. 
The index used in the present study focused on both structural and process characteristics, 
while the Holloway tool focused primarily on process characteristics. In the current study, providers 
responded to 5-point Likert-type scales for two of the items included in the non-regulatable index (i.e., 
beliefs and motivation). The mean and mode of their responses were on either the lowest (1 ) or the 
highest end (5) of the continuum. The descriptive statistics indicated that their responses on the 
telephone survey lacked variance. Furthermore, the process characteristics included in the index in 
the present study may have been affected by the social desirability of some questions selected from 
the telephone survey. These survey items may have created biased responses due to the social 
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desirability of the answer because of the tendency of respondents to provide answers that to make 
them look good (McMillan & Schumacher, 1993). The present research used an existing data set; 
therefore, the effect of social desirability could only be minimized by maximizing the variance. Future 
researchers may want to maximize the variance and minimize social desirability by using techniques 
and cautions such as carefully wording the items and/or avoiding biased items (McMillan & 
Schumacher, 1993). 
Eheart and Leavitt (1989) conducted a study to explore how family child care providers 
perceived and implemented their caregiving practices. They found discrepancies between the 
caregiver's intentions (according to data from telephone surveys) and their practices according to 
data from the observations. The discrepancies could be due to two reasons: (1 ) providers and 
researchers had different interpretations for various words, phrases, and behaviors; or (2) aspects of 
group composition, such as group size, consistency of groups, and relationship of children to 
provider, might have influenced the caregivers' behaviors but not be known to the researchers. These 
discrepancies also could have been true for the present study. Despite the discrepancies between the 
caregivers' intention and their practice, the results of this study showed that the index could serve as 
a screening tool. The index may be useful to parents by providing a quick guide to family child care 
homes that are likely to be of high quality, as well as those likely to be of poor quality. However, final 
selection of a caregiver would require an on-site observation of the program to validate that the actual 
child care quality was consistent with the level predicted by the structural characteristics. 
When using the index as a screening tool, the validity — sensitivity and specificity — of the 
index needed to be taken into consideration (Cohen & Spenciner, 1995). Sensitivity refers to the 
ability of the index to identify the target population (i.e., the high-quality family child care homes). In 
the present study, 72.72% of the high-quality (i.e., good or developmentally appropriate) family child 
care homes were in the high-index group; none were in the low-index group. This distribution 
indicated that the index fulfilled the sensitivity criterion as a screening tool. Specificity refers to the 
ability of the tool to exclude the non-target population (i.e., the low-quality family child care homes). In 
this study, 17.24% of the poor-quality family child care homes were in the low-index group, a majority 
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of the poor-quality family child care homes (55.17%) scored between six and ten points, and 27.59% 
provided good-quality child care. Although the distribution indicated that the index, to some extent, 
accurately screened out the low-quality family child care homes that should not be identified, it may 
not perfectly fulfill the criterion (i.e., specificity) as a valid screening tool for identifying good-quality 
family child care homes. The lack of specificity may be due to the uneven distribution of frequencies 
of the three levels. If the study had a larger sample size and included more unregulated family child 
care homes the results might have been different. Therefore, it is suggested that future researchers 
maximize the number of unregulated family child care homes in their study. Moreover, the utility of 
any index for screening family child care homes is related to the regulatory context. Across the 
country, licensing regulations may limit the range of variables such as training hours, group size, or 
CPR/first aid certification. When the range of a variable on an index is limited, the variable will not be 
useful in discriminating between high- and low- quality care. Therefore, the sensitivity and specificity 
of a specific index based on structural characteristics, such as training and group size, will depend on 
the range of these characteristics and will differ across the country. Furthermore, in the current study, 
same data were used to generate the correlations to select the items on the index, as well as to 
validate the predictability of the index. Therefore, future researchers need to validate the index on a 
new sample. 
The second prediction was whether the relationship between the licensing status of family 
child care homes and the regulatable index (i.e., caregivers' education level, specialized training) and 
quality in family child care homes as measured by the FDCRS and CIS would be mediated by the 
non-regulatable index (i.e., caregivers' beliefs, motivation, professionalism, and annual income). The 
hierarchical regression results partially supported this hypothesis. The results indicated that the 
licensing status of family child care homes and the regulatable index were predictive of quality as 
measured by the FDCRS and the CIS, even though the non-regulatable index contributed some 
additional variance in predicting the FDCRS and the CIS. Therefore, policy makers for regulations for 
family child care homes should consider setting higher requirements for caregivers' education and 
child care-related training. 
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In the current study, "at least one year in child development program" was set as a cutoff 
point for the providers' education level. The cutoff for specialized training was 10 hours of child care-
related training — the lowest critical amount of specialized training in the current study. The 
correlation analyses and the ANOVA analyses indicated that education and specialized training were 
related to the FDCRS score. These findings were consistent with the previous finding that family child 
care providers with more training and education provided higher quality care (Pence & Goelman, 
1991 ) and had family child care homes with higher global quality ratings (Burchinal et al., 2002; 
Fischer & Eheart, 1991). Therefore, policy makers who are making decisions on regulation for family 
child care homes may want to require that the family child care providers complete a one-year child 
development program and have at least 10 hours of child care-related training each year. 
Furthermore, the correlation analyses indicated that the CDA credential was correlated with the 
FDCRS. Policy makers may want to make attainment of a CDA credential one of the requirements for 
licensing. Parents who are searching for family child care homes for their children may want to 
consider the caregivers' education level, specialized training, and whether they have a CDA 
credential. In addition, the statistical results showed providers who belonged to either the NAFCC or 
the NAEYC provided higher-quality care in family child care homes. The findings of the current study 
support Pence and Goelman (1991) in showing that higher-quality family child care providers were 
more likely to belong to a professional organization such the NAEYC and the NAFCC. This finding 
suggested that belonging to a professional organization might be an indication of professionalism for 
family child care providers. 
In the current study, providers' experience was not correlated with the FDCRS and the CIS 
scores. These results support Rosenthal's findings (1994) that caregivers' experience was not 
significantly correlated with quality in family child care homes. A series of hierarchical regression 
analyses were run to test if the caregivers' experience (e.g., five years of experience) was mediated 
by their education level and their specialized training. The results showed that the caregivers' 
education and their specialized training mediated the effects of their experience on both the FDCRS 
and the CIS scores. The results of correlations and the regression analyses indicated that the 
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caregivers' experience might affect their caregiving practice when other factors (i.e., caregivers' 
education and training) were controlled. Therefore, it was expected that a moderate amount of 
experience (e.g., five years) would result in higher-quality family child care when the caregivers do 
not have adequate educational background and specialized training. 
The crosstabulations analysis indicated that licensing status was related to quality in family 
child care homes as measured by the FDCRS in terms of poor-quality (1 to 2.99), mediocre (3 to 
4.99), and good/developmentally appropriate (5 to 7) care. A majority of licensed family child care 
providers provided good-quality care (50%) or mediocre care (40.9%). In contrast, a majority of 
registered providers provided primarily mediocre (31.3%) or poor-quality (46.9%) care. Similarly, a 
majority of non-licensed or non-registered caregivers provided mediocre (50%) or poor-quality 
(42.9%) care. The results indicated that registration of family child care home was not sufficient to 
assure good-quality care in family child care homes, whereas licensing usually indicated good-quality 
care. 
The difference in licensing status also may have contributed to the differences between the 
Holloway study and the current study. The present study used the existing data of the Midwestern 
Consortium Research Study. Four Midwestern states — Iowa, Kansas, Missouri, and Nebraska — 
were included in the study. One of these states, Iowa, has no licensing system for family child care 
homes. Nebraska and Missouri require licensing for family child care homes, but not registration. In 
Iowa, Kansas, Missouri, and Nebraska, licensing or registration is exempt for family child care homes 
when care is provided to fewer than five, six, four, and three children, respectively (Doherty, 2002). In 
contrast, the 89 family child care homes included in Holloway's study (2000) were drawn from the 
San Francisco Bay Area and Connecticut and all were licensed. In California and Connecticut, family 
child care homes are regulated under state law. In California, regulation of the family child care 
homes is exempted when the caregiver cares only for children from one other family; Connecticut has 
no exemption of regulations for family child care homes (Doherty, 2002). Therefore, there was a great 
difference in licensing status among the family child care homes in the two studies. For example, 
among family child care homes (n = 134) that were observed in four states, 86 were licensed; 32 
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were registered (24 were from Iowa), and 14 were neither licensed nor registered (2 were from Iowa). 
The regulation requirements for family child care homes in the four Midwestern states are lower than 
in other states. Therefore, one should not generalize results of studies on family child care homes 
conducted in other states (e.g., California and Connecticut in Hollowa/s study) to family child care 
homes in those states (e.g., Iowa) that have a lower standard in regulation requirements. 
Furthermore, the index may not be an appropriate tool for screening family child care homes in states 
with more stringent regulations because licensing may create a ceiling effect. Future researchers may 
want to create an index that is relevant. 
The present research utilized existing data obtained from a telephone survey and 
observational methods (i.e., the FDCRS and the CIS). Age-weighted group size was excluded in the 
index because the essential information such as the number of the children at each level present at 
the time of observations was not recorded. To obtain the age-weighted group size required for the 
NAFCC guideline, the number of children present as well as the age of each child in that home 
should be obtained simultaneously during observations. In this study, age-weighted group size 
recommended by the NAFCC could not be calculated because, although the telephone survey 
provided age of each child in each family child care home, observers did not obtain the age of each 
child of the groups during observations. Although group size was not included in the current study, 
research evidence has shown that it contributes to children's development and well-being (e.g., 
Clarke-Stewart & G ruber, 1984; Clarke-Stewart et al., 1994, 2002; Dunn, 1993; Fosburg, 1981; 
Howes, 1983; Howes & Rubenstein, 1985; Kontos et al., 1994; NICHD Early Child Care Research 
Network, 1996; and Stalling, 1980). Therefore, future researchers may want to obtain this information 
during the observations to examine the effects of group size and caregiver-child ratio on quality. 
Quality of care may be affected by caregivers' stress level and working hours. These 
variables also were not available from the telephone surveys and had to be excluded in the current 
study. These omitted variables may have reduced the predictability of the index in the current study. 
For example, Bollin (1993) reported that stable providers (who provided child care for at least two 
years) were more likely to work longer hours than non-stable providers (who stopped providing care 
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in 18 or fewer months), and Pence and Goelman (1991) found that higher-quality caregivers provided 
care for more hours per week. 
As discussed earlier, the index was not as predictive as the telephone survey used in the 
Holloway et al. (2000) study. Possible explanations include the differences in the length of the 
surveys and different ways the surveys were developed. Therefore, future researchers who wish to 
examine whether data on child care quality obtained from a telephone interview with the caregiver 
could substitute for data obtained from direct observation should develop a telephone survey based 
on the observational instrument used. 
In the current study, few (n = 14,10.5% of the total unregulated family child care homes that 
were telephone interviewed) unregulated family child care homes agreed to be observed. Thus, the 
range of quality in family child care homes was restricted. The effect of the non-regulatable index on 
the quality of care may have been masked because fewer unregulated family child care homes were 
included in the study. In contrast, the effects of the non-regulatable index may be more evident if 
more unregulated family child care homes were included in the study. Therefore, future researchers 
may need to maximize the number of unregulated family child care homes for their studies. 
Conclusions 
Many researchers have focused on investigating factors that contribute to good-quality care 
in family child care home using observational methods or telephone surveys. The purpose of the 
present study was to examine whether data obtained from a telephone survey conducted in four 
Midwestern states was related to the FDCRS and the CIS. Results showed a relationship between 
the index established from the telephone survey and the FDCRS and the CIS. However, the non-
regulatable index appeared to offer little predictive power beyond that contributed by the licensing 
status of the family child care homes and the regulatable index in predicting quality among family 
child care homes as measured by the FDCRS and the CIS. Our findings failed to illustrate the non-
regulatable index as a mediating variable in the relationship. We suggest that future research further 
identify variables that could be included in the non-regulatable index, to examine a possible mediating 
role that the non-regulatable characteristics may play in this relationship. 
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Although there may be discrepancies between intended and observed caregiving practices, 
the index may be used as screening criteria to identify good quality family child care homes. 
However, it was not sufficient to ensure quality among family child care homes. Therefore, in addition 
to the index, family child care homes should be visited by the Department of Human Services child 
care licensing consultant annually or semiannually to assure quality of care because caregivers who 
receive more frequent supervision are more likely to have positive interactions with children 
(Rosenthal, 1991 ). The value of the index that was developed in the current study was to serve as an 
initial screening tool for family child care homes, but not a final selection tool. 
Licensing regulations for family child care homes (e.g., training, education, and inspection) 
may restrict choices for parents, increase costs for parents, and reduce use as well as availability of 
family child care (Hofferth & Chaplin, 1998). For regulations to work (i.e., to promote better quality in 
family child care homes but not increase cost for consumers or drive consumers to switch to 
nonregulated family child care homes), Hofferth and Chaplin (1998) suggested government 
assistance needed to be Increased to pay for training or education so parents would be able to 
increase their willingness to pay for better but more costly child care; this, in turn, increase 
government cost. Therefore, regulations (e.g., training, education, and annual inspection) have been 
rejected due to fears that regulation will restrict parents' choice, increase cost to consumers, increase 
government cost, and intrude a bureaucracy into a family business. Despite the negative effects and 
cost of regulations, the findings of the current study showed that licensing was the best predictor of 
quality among family child care homes as measured by the FDCRS. Therefore, it is suggested that 
policy makers should consider making licensing a requirement for family child care homes, to ensure 
good-quality care among family child care homes. Licensing requirements are especially relevant for 
family child care in states that have less stringent requirements for family child care homes (e.g., 
Iowa). This research was limited to certain types of regulations (e.g., education, training, and 
experience). Therefore, additional research is needed using a larger data set and including more 
nonregulated family child care homes with more complete information (e.g., group size and caregiver-
child ratios) on aspects of providers' characteristics that were not addressed in the current study. 
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APPENDIX A 
State Requirements for Family Child Care In Iowa, Kansas, Missouri, and Nebraska 
Requirements 
State 
Group sizes 
Careglver-chlld 
Ratios 
Training requirements Number of visit 
required annually 
Iowa Non-
registered 
family child 
care 
. 1 : 5, 5 
maximum 
« Care for six 
children need 
to be 
registered 
Registered 
family child 
care 
.  1 : 6  
maximum or 
7-11:2 
« 11 max for 
before/after 
school care 
* Two hour child abuse/neglect 
training during first six months 
» CPR, first aid, and two hours 
safety during first year. 
* 10 hours training during second 
year (includes option for non-
developmental training) 
* Two hours per year for third 
year and beyond plus child 
abuse/neglect every five years. 
« Registration 
issued for one 
year 
# No visit required 
to renew 
registration 
* Random sample 
of 20% of 
providers visited 
yearly 
Kansas Registered 
family child 
care 
. 1-6:1 
* Not more than 
3 children 
under 18 
months old 
including 
providers' own 
children 
» First aid * One year 
certificate 
* No visits unless 
complaint is 
filed 
Licensed 
family child 
care 
* 1-10:1 
» n 
» Not more than 
3 children 
under 18 
months 
* Not more than 
6 total under 
kindergarten 
age, includes 
providers' own 
children 
», First aid 
» Within 60 days or application, 
must document one of the 
following: 
o 5 observations of 2.5 hours 
each of child care facility 
o CDA credential 
o Three months employment in 
child care setting. 
o Five hours in-service training 
plus 5 hours self-training 
required for re-certification. 
* License is not-
expiring; 
* Compliance visit 
per year 
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Requirements 
State 
Group sizes 
Careglver-chlld 
Ratios 
Training requirements Number of visit 
required annually 
Kansas 
(cont) 
Licensed 
group child 
care 
.  1 2 : 2  
* Not more than 
4 under 18 
months 
« Not more than 
8 total under 
kindergarten 
age, includes 
providers' own 
children 
» First aid 
* Within 60 days or application, 
must document one of the 
following: 
' Supervised employment in 
child care facility; 
* 5 observations of 2.5 hours 
plus 10 hours training; 
" Three semester hours credit 
in child development plus 
three months work 
experience; 
» CDA credential; 
» Meet qualifications for 
director. 
» Licensing is non-
expiring; 
compliance 
visit per year 
Missouri Registered 
family child 
care 
* Maximum of 
four unrelated 
« None * Registration 
issued for one 
year 
Licensed 
family child 
care 
. 10:1,10 
maximum 
» 12 hours training annually « License issued 
for two years 
» Visit required to 
renew license 
* Providers 
receive 2.5 
years visits per 
year 
Licensed 
group 
home 
. 11-20:2,20 
maximum 
» At least 30 college semester 
hours, with 6 of the 30 hours In 
child-related courses; or 
» 12 months'experience and 6 
college semester hours in child 
related courses; or CDA 
credential 
» License Issued 
for two years 
* Visit required to 
renew licensed 
* Providers 
received 2.5 
visits per year 
Nebraska Family 
child care 1 
»  8 : 1  p l u s  t w o  
school-age 
(more than 
four requires 
licensing) 
» 12 hours of training each year; 
can include three hours of CPR 
and first aid training 
» License is non-
expiring but 
providers 
receive 
unannounced 
visit each year. 
Family 
child care II 
« 12 :2 * 12 hours of training each year; 
can include three hours of CPR 
and first aid training 
« License is non-
expiring but 
providers 
receive 
unannounced 
visit each year. 
Source: The Gallup Organization, the Center on Children, Families, and the Law, University of 
Nebraska-Lincoln, & the Midwest Child Care Research Consortium (2002). 
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APPENDIX B 
Measurement of Quality 
Four observation instruments were used in the Midwest Child Care Research Consortium's 
study of child care quality. The Family Day Care Rating Scale (Harms & Clifford, 1989) was used in 
family child care homes. The Early Childhood Environment Rating Scale, Revised (Harms, Clifford, & 
Cryer, 1998) was used in preschool classrooms. The InfantfToddler Environment Rating Scale 
(Harms, Cryer, & Clifford, 1990) was used in infant and/or toddler classrooms. The Caregiver 
Interaction Scale (Amett, 1989) was used in conjunction with the aforementioned three scales. The 
Caregiver Interactions Scale (CIS; Amett, 1989) was used in conjunction with the three 
aforementioned scales. The present study is focused on family child care homes; therefore, only 
FDCRS and the Caregiver Interaction Scale are presented. A list of items in the Family Day Care 
Rating Scale are provided as follows: 
Family Day Care Rating Scale 
Space and Furnishings for Care and Learning 
1. Furnishings for routine care and learning 
2. Furnishings for relaxation and comfort 
3. Child-related display 
4. Indoor space arrangement 
5. Active physical play 
6. Space to be alone 
Basic Care 
7. Arriving/leaving 
8. Meals/snacks 
9. Nap/rest 
10. Diapering/toileting 
11. Personal grooming 
12. Health 
13. Safety 
Language and Reasoning 
14. Informal use of language 
15. Helping children understand language 
16. Helping children use language 
17. Helping children reason 
Learning Activities 
18. Eye-hand coordination 
19. Art 
20. Music and movement 
21. Sand and water play 
22. Dramatic play 
23. Blocks 
24. Use of T.V. 
25. Schedule of daily activities 
26. Supervision of play indoors and outdoors 
Social Development 
27. Tone 
28. Discipline 
29. Cultural Awareness 
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Adult Needs 
30. Relationship with parents 
31. Balancing personal and caregiving responsibilities 
32. Opportunities for professional growth 
Supplementary Items: Provisions for Exceptional Children 
33. Adaptations for basic care (physically handicapped) 
34. Adaptations for activities (physically handicapped) 
35. Adaptations for other special needs 
36. Communication (exceptional) 
37. Language/reasoning (exceptional) 
38. Learning and play activities (exceptional) 
39. Social development (exceptional) 
40. Caregiver preparation 
Source: Hegland, Peterson, J eon, & Oesterreich (2002), p. 48. 
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APPENDIX C 
The Amett Scale of Caregiver Behaviors (modified; Amett, 1989) 
Item Not 
at all 
Some 
what 
Quite 
a bit 
Very 
much A 
1. Speaks warmly to the children (e.g., positive tone of voice, 
body language) 
1 2 3 4 
2. Seems critical of the children (e.g., puts children down, uses 
sarcasm) 
1 2 3 4 
3. Listens attentively when children speak to her (e.g., looks at 
children, nods, rephrases her comments, engages in 
conversations) 
1 2 3 4 
4. Places high value on obedience (e.g., expects children to 
follow adult agenda, fails to respond to daily events in a 
flexible way) 
1 2 3 4 
5. Seems distant or detached from the children (e.g., sits 
apart, does not touch children, does not greet children) 
1 2 3 4 
6. Seems to enjoy the children (e.g., conveys warmth by 
smiling, touching, taking children's conversations seriously) 
1 2 3 4 
7. When children misbehave, explains the reason for the rule 
they are breaking (e.g., discusses consequences, redirects 
behavior, discusses what to do instead) 
1 2 3 4 
8. Encourages the children to try new experiences (e.g., 
suggests friends do it together, helps children start, 
introduces new materials) 
1 2 3 4 
9. Exercises a great deal of control over the children (e.g., 
doesn't take child input, rigid adherence to rules and 
schedules) 
1 2 3 4 
10. Speaks with irritation or hostility to the children (e.g., sharp 
tone, raises voices) 
1 2 3 4 
11. Seems enthusiastic about the children's activities and 
efforts (e.g., congratulates children, states appreciation for 
their efforts) 
1 2 3 4 
12. Threatens children in trying to control them (e.g., uses 
bribes, rewards, and threats of punishment) 
1 2 3 4 
13. Spends considerable time in activity not involving interaction 
with the children (e.g., does adult tasks during child activity 
periods) 
1 2 3 4 
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Item Not 
at all 
Some 
what 
Quite 
a bit 
Very 
much 
N/A 
14. Pays positive attention to the children as individuals (e.g., 
speaks to individual children, uses their names, calls 
attention to pro-social behaviors, comments on their 
strengths) 
1 2 3 4 
15. Reprimands children when they misbehave (e.g., is 
punitive, fails to acknowledge difficulties of learning self-
control, fails to redirect behavior) 
1 2 3 4 
16. Talks to the children on a level they can understand (e.g., 
uses terms familiar to children, checks for clarification) 
1 2 3 4 
17. Punishes the children without explanation (e.g., does not 
discuss infraction) 
1 2 3 4 
18. Exercises firmness when necessary (e.g., clear and direct 
directions, checks for understanding) 
1 2 3 4 
19. Encourages children to exhibit pro-social behavior (e.g., 
sharing, cooperating, pairs socially skillful children with 
those that need practice) 
1 2 3 4 
20. Finds fault easily with children (e.g., negative tone, critical) 1 2 3 4 
21. Fails to show interest in the children's activities (e.g., 
removes self from children's activities, doesn't talk to 
children or extend their conversation) 
1 2 3 4 
22. Seems to prohibit many of the things the children want to do 
(e.g., adheres to rigid schedule or adult outcomes and 
agendas) 
1 2 3 4 
23. Fails to supervise the children very closely (e.g., withdraws 
during activities, fails to foresee and forestall mishaps) 
1 2 3 4 
24. Expects the children to exercise self-control (e.g., to be 
undisruptive for short groups, teacher-led activities, to be 
able to stand in line calmly, reminds children of expectation, 
and asks for cooperation in supportive ways) 
1 2 3 4 
25. When talking to children, kneels, bends, or sits at their level 
to establish better eye contact (e.g., ensures connection 
when having a conversation) 
1 2 3 4 
26. Seems unnecessarily harsh when scolding or prohibiting 
children (e.g., angry tone, shakes children, uses physical 
punishment, uses "time out" without explanation 
1 2 3 4 
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APPENDIX D 
Training Initiatives 
Many child care studies have found that education, training and wages are important 
descriptors of the child care workforce and that they are Important predictors of quality. 
In our survey, we asked about level of education, type of degrees, special certificates and 
participation in training initiatives. There are a number of initiatives available in Iowa; some of these 
are unique to Iowa and some are also available in other states in the Midwest. In the current study we 
use the following definitions. 
Child Development Associate: an intense one-year credentialing program for early childhood 
education providers. 
One Year Child Development Program: a one-year program that is generally equated with the Child 
Development Associate. 
Special Care; a relatively new program to provide training to providers who care for children with 
special needs. Information about Special Care training in the current study was not requested 
because of initiative timing; ability to do so will be in the next assessment in 2003. 
Parents as Teachers: an initiative that began in Missouri that trains home visitors and others in child 
development and parenting. 
Creative Curriculum: a developmental curriculum for child care developed by Teaching Strategies, 
Inc. 
High Scope: approach to curriculum, environment, and philosophy for early childhood education. 
Montessori: a program that extends on the philosophy of Italian educator Maria Montessori with a 
structured approach to environment and philosophy. 
ChildNet: a program offered only In Iowa for family child care providers by child care resource and 
referral agencies; certification requires 25 hours of training, registration with the Department of 
Human Services, participation in the child care food program, training in mandatory child abuse 
reporter requirements, and an on-site visit. 
CPR and First Aid: basic safety and emergency response training programs. 
Project Construct: a program offered in Missouri only that provides training in pre-literacy and 
language following the philosophy of Jean Piaget. 
EDUCARE: a program offered in Missouri only whereby providers are visited in their facilities, often 
family child care homes, by a mentor/traveling resource van. 
West Ed/PITC: The Program for Infant and Toddler Caregivers: a training program that targets high 
quality services for infants and toddlers. This program was developed by the West Ed company, 
LaJolla, California. 
Source: Hegland, S., Peterson, C., Jeon, H-J., & Oesterreich, L. (2002). Iowa Child Care 
Characteristics and Quality. P. 47. 
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APPENDIX E 
Telephone Survey Subset 
Item # Questions selected from long telephone survey 
1 1. Currently, at peak time for you on a typical day, how many children are under your 
care? 
2 2. Of the children under your care at peak time on a typical day, how many are 
« Birth up to twelve months of age 
# Twelve months up to 18 months of age 
# 18 months up to 24 months of age 
» 24 months up to 36 months of age 
# 36 months up to 48 months (four years) of age 
« 48 months up to 60 months (five years) of age 
» 60 months (five years) of age and older 
9 3. Currently, on a typical day, how many children with verified disabilities or 
developmental delays, who are under five years of age, are in your care? 
10 4. Do you participate in your state's Child Care Food Program? 
12 5. Why do you choose to work in child care and education? Please use a one-to-five 
scale for your answers, with "5" meaning the statement definitely represents why you 
work in child care, and "1" meaning it definitely does not represent why you work in 
child care. Of course, you can use any number between one and five. 
« My career or profession 
» A stepping stone to a related career or profession 
* A personal calling 
« A job with a paycheck 
« Work to do while your children are young 
* A way of helping a family member, neighbor, friend, or other adult out 
13 6. How much longer do you plan to be a child care provider? Would you say it will be 
less than six months, between six months and one year, one year up to two years, two 
years up to five years, or five years or longer? 
14 7. Now, I would like to know how much you agree with different statements that relate to 
child care. Answer using a one-to-five scale, with "5" meaning you strongly agree with 
the statement, and "1" meaning you strongly disagree with the statement. You can use 
any number between one and five. 
* Every day, you are able to greet each parent and child you care for when they 
arrive 
» Every day, every child in your care is read to or receives picture book experiences 
» At least once a year, you are able to talk formally with each parent about their 
child's development 
* In the child care setting you work in, there are areas that are set up to encourage 
different forms of learning and play 
» You home has good indoor space for caring for children 
* Your home has good outdoor spaces for children 
* Children have dally access to a good supply of toys and materials in your child care 
setting 
* At least twice a week, you are left alone with too many children 
97 
Item # Questions selected from long telephone survey 
15 8. What is your highest level of education? 
# Is it less than high school, 
* high school or GEO completed, 
* some training or education beyond high school, 
» one year child development program, 
» two-year college degree, 
* four-year college degree, 
* or graduate courses or degree? 
16 9. Was your major area of training or education child development related? 
19 10. Do you currently hold any of the following certificates? How about ? 
* Teaching certificate from your state 
* CDA (Child Development Associate) 
* Montessori 
» Parents as Teachers 
» Childnet 
21 11. Have you completed a training program for any of the following? 
» West Ed 
* High Scope 
» Montessori 
« Creative Curriculum 
* First Connections 
* Heads Up Reading 
» Project Construct 
» CPR within the past two years 
* First aid within the past two years 
22 12. How long have you been caring for children? If you have stopped and started caring 
for them again in your home, please answer from the time you started again to now. 
24 13. If you could do so now, would you choose work other than child care? 
25 14. From January through December of 2000, how many total hours of child care-related 
training would you say you received? 
In your total include all sources of training. These range from videotapes, the 
internet, and study materials to study groups, professional meetings, conferences, 
and course credits. Please answer in terms of actual hours of time spent, not in 
terms of any hours of credit you may have earned. 
28 15. I am now going to read a list of child care and education associations. As I do, please 
tell me if you are currently a member of the association or not. 
* National Association for the Education of Young Children, or NAECY 
* National Association for Family Child Care or NAFCC 
* Division of Early Childhood, or DEC 
* Council for Exceptional Children, or CEC 
* National School Age Child Care Alliance 
04 16. What are your annual earnings from child care, before taxes? Are they under 15,000? 
# Is it over or under $12,500? 
« Is it over or under $10,000? 
* Is it over or under $7,500? 
» Is it over or under $5,000? 
» Is it over or under $17,500? 
» Is it over or under $20,000? 
» Is it over or under $25,000? 
« Is it over or under $30,000? 
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APPENDIX F 
Index Derived from the Telephone Survey Subset 
Index Yes* 
Licensing status 1 
1. Is your family child care home licensed? 1 
-8 c 
Education 1 
2. Is your highest level of education one year child development program? 1 
Z 
3. Do you currently hold any of the following certificates: Teaching certificate, 
CDA credential, Montessori, Parent as Teachers, or Childnet? 
1 
5 Training 1 
(K 4. From January through December of 2000, did you complete at least ten hours 
of child care-related training? 
1 
5. Have you completed CPR training within the past two years? 1 
6. Have you completed First aid training within the past two years? 1 
7. Did you participate in CACFP? 1 
Motivation 1 
8. Do you see family child care as career/profession? 1 
9. Do you see family child care as a personal calling? 1 
10. Do you plans to stay for two years or more in family child care? 1 
11. If you could do so now, would vou choose work other than family child care? 
(Rr 
1 
3 
"O 
« 
Wages 1 
* 12. is your annual earnings from child care, before taxes are more than $1,2500? 1 
a 
ë 
Beliefs 1 
3 
r 
13. Does every child in your home being read to or receive picture book experience 
everyday? 
1 
s 
z 
14. Are there areas that are set up to encourage different forms of learning and 
play? 
1 
Experience 1 
15. Have you been caring for children for more than five years since you were 18 
years of age? 
1 
Professionalism 1 
16. Are you currently a member of NAEYC or NAFCC? 1 
Total 16 
A/ofe. * Provider will be credited "one" to an individual item if he/she answered yes to that item; **R means 
reverse coding 
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APPENDIX H 
Frequencies Distribution and Correlations with the FDCRS and the CIS Scores 
Variables n* Correlations 
CIS (n) FDCRS (n) 
Licensed FCCH 88 (65.7) .22* (134) .43** (134) 
Licensed or registered FCCH 120 (89.6) .20* (132) .28** (134) 
High school graduate 127 (94.8) .11 (132) .11 (134) 
Some education beyond high school 95 (70.9) .09 (132) .10 (134) 
One year CD program 42 (31.3) .09 (132) .30** (134) 
Two years college 33 (24.6) .18* (132) .27** (134) 
Four years college 16(11.9) .16 (132) .28** (134) 
Some graduate courses 3 (2.2) .14 (132) .22** (134) 
Teaching certificate 7 (5.2) -.03 (132) .25** (133) 
CDA credential 19(14.2) .17 (131) .32** (134) 
Montessori 2 (1.5) -.07 (131) -.01 (133) 
Parent as Teachers 7 (5.2) -.02 (132) .06 (134) 
Childnet 8 (6.0) -.06 (26) -.05 (26) 
Have any certificate 36 (26.9) .12 (132) .25** (134) 
Completed at least 10 hours training 107 (79.9) .18* (128) .34** (130) 
Completed at least 20 hours training 77 (57.5) .07 (128) .28** (130) 
Completed at least 30 hours training 53 (39.6) -.01 (128) .24** (130) 
CPR 111 (82.8) .22 (132) .18* (134) 
First aid 115(85.8) .36" (132) .33** (134) 
Participates in CACFP 110(82.1) .17* (131) .36** (133) 
View FCC as a career/profession 86 (64.2) .15 (131) .11 (133) 
View FCC as a stepping stone 20 (14.9) .03 (132) .07 (134) 
View FCC as a personal calling 76 (56.7) .04 (132) .12 (134) 
Do not view FCC as a job with pay check 39 (29.1) .13 (132) .20* (134) 
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Variables n* Correlations 
CIS (n) FDCRS (n) 
Do not view FCC as work when kids are young 44 (32.8) .08 (129) .14 (131) 
Do not view FCC as work to help others 29 (21.6) -.02 (132) .08 (134) 
Plan to stay for two years or more 123 (91.8) -.11 (130) -.01 (132) 
Plan to stay for five years or more 91 (67.9) -.01 (130) .05 (132) 
Would not choose work other than FCC 112(83.6) .08 (130) .14 (132) 
Annual income more than $12,500 70 (52.2) .07 (126) .18* (128) 
Greet each child and parent daily 130 (97.0) .08 (132) .05 (134) 
Every child is read to or has picture book 110(82.1) .06 (132) .11 (134) 
experience 112(83.6) .08 (132) .16 (134) 
Talk to parent about child development 113(84.3) .21* (132) .21 (134) 
Areas to encourage different forms of learning 115(85.8) .13 (132) .19* (134) 
Good indoor space 115(85.8) .01 (132) .09 (134) 
Good outdoor space 125 (93.3) .13 (132) .07 (134) 
Access to a good supply of toys and materials 111 (82.8) .12 (131) .18* (133) 
Not left alone with too many kids twice a week 125(93.3) -.05 (132) -.04 (134) 
More than 2 years of experience 97 (72.4) .12 (132) .13 (134) 
More than 5 years of experience reversed coded 18(13.4) .19* (132) .31** (134) 
Member of NAEYC 19(14.2) .18* (132) .25** (134) 
Member of NAFCC 29 (21.6) .25** (132) .34** (134) 
Either NAEYC or NAFCC member 6 (4.5) -.04 (131) .06 (133) 
Member of DEC 1 (.7) .10 (132) .10 (132) 
Member of CEC 4 3.0) -.27** (131) -.08 (133) 
Member of national school age child care alliance 0 (0.0) na (132) na (134) 
Member of MO care 
/Vofe." n = 134, number of family child care homes that were followed up with observations, *p< .05, **p< .01, 
na = correlations cannot be calculated. 
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APPENDIX G 
Reliability for the Index 
Reliability for the Index Based on Telephone Interview Data. 
Item Scale Scale Corrected Alpha If 
Mean if Variance if Item-Total item 
Item Item Deleted Correlation Deleted 
Deleted 
Licensed 8.76 8.75 .45 .71 
Certificates 9.09 9.54 .27 .73 
One-year CD program 8.99 9.76 .13 .75 
10 hour training 8.54 8.85 .49 .71 
CPR 8.50 9.09 .43 .72 
First aid 8.47 9.16 .42 .72 
CACFP 8.64 8.91 .41 .72 
FCC as care/profession 8.71 8.87 .41 .72 
FCC as personal calling 8.74 9.27 .27 .74 
Plan to stay 2 years or more 8.71 9.08 .34 .73 
Would not choose work other than FCC 8.43 9.57 .27 .73 
Annual income 8.82 8.94 .38 .72 
Book reading experience 8.53 9.50 .23 .74 
Play areas 8.52 9.47 .25 .74 
Membership 9.12 9.46 .34 .73 
More than 5 years of experience 8.49 9.57 .23 .74 
Note, n = 875, number of Items = 16, total alpha = .74, standardized item alpha = .74 
Reliability for the Index Based on Observed Data. 
Item Scale Scale Corrected Alpha if 
Mean if Variance if Item-Total Item 
Item Item Deleted Correlation Deleted 
Deleted 
Licensed 10.00 7.45 .33 .70 
Certificates 10.44 7.53 .32 .70 
One-year CD program 10.38 7.98 .11 .72 
10 hour training 9.84 7.56 .42 .69 
CPR 9.84 7.88 .24 .71 
First aid 9.82 7.70 .36 .70 
CACFP 9.83 7.99 .20 .71 
FCC as care/profession 10.03 7.18 .43 .69 
FCC as personal calling 10.12 7.15 .41 .69 
Plan to stay 2 years or more 10.00 7.41 .34 .70 
Would not choose work other than FCC 9.83 8.03 .17 .71 
Annual income 10.12 7.20 .39 .69 
Book reading experience 9.88 7.90 .20 .71 
Play areas 9.86 7.66 .34 .70 
Membership 10.47 7.31 .44 .69 
More than 5 years of experience 9.96 7.70 .24 .71 
/Vofe. n = 118, number of Items = 16, total alpha = .71, standardized item alpha = .71 
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Reliability for All Potential Variables Based on Telephone Interview Data. 
Item Scale Scale Corrected Alpha if 
Mean if Variance Item-Total item 
Item if Item Correlation Deleted 
Deleted Deleted 
Licensed 19.47 20.20 .40 .75 
Certificate 19.80 21.12 .28 .76 
At least High school or GEO 19.03 21.82 .18 .76 
Some training or education beyond high school 19.34 20.85 .27 .76 
One year child development program 19.69 20.85 .29 .76 
Two-year college degree 19.74 21.07 .26 .76 
Four-year college degree 19.88 21.73 .17 .76 
Graduate courses or degree 19.95 22.08 .12 .77 
10 hours training 19.24 20.15 .48 .75 
20 hours training 19.49 20.08 .43 .75 
30 hours training 19.69 20.51 .38 .75 
CPR 19.20 20.63 .38 .75 
First aid 19.17 20.78 .36 .76 
CACFP 19.35 20.48 .35 .76 
FCC as care/profession 19.42 20.25 .40 .75 
FCC as stepping stone 19.78 21.70 .11 .77 
FCC as personal calling 19.44 20.75 .28 .76 
FCC as pay check job 19.70 21.68 .09 .77 
FCC as work when kids were young 19.66 21.75 .07 .77 
FCC as work to help others 19.80 21.71 .12 .77 
Plan to stay 2 years or more 19.12 21.29 .26 .76 
Plan to stay 5 years or more 19.41 20.52 .33 .76 
Would not choose work other than FCC 19.14 21.27 .25 .76 
Annual income 19.52 20.52 .33 .76 
Greet parent/child every day 19.03 22.05 .07 .77 
Book reading experience 19.24 20.91 .29 .76 
Talk to parent about child development 19.13 21.64 .15 .77 
Play areas 19.23 20.78 .33 .76 
Indoor space 19.12 21.49 .19 .76 
Outdoor space 19.10 21.66 .16 .76 
Ample play materials 19.03 21.79 .19 .76 
Not left with too many kids 19.12 22.04 .03 .77 
Either NAEYC or NAFCC 19.83 21.06 .33 .76 
More than 2 years of experience 19.04 21.80 .18 .76 
More than 5 years of experience 19.19 21.32 .20 .76 
A/ofe. n = 861, number of Items = 35, Total alpha = .77, standardized alpha = .75. 
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